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ADD 30 MINUTES A DAY 





TO YOUR EARNING TIME 


“ PARAGON BLADES 


OF THE FINEST SHEFFIELD STEEL 


Now you can enjoy blades of the finest English steel — blades which will 


stretch your earning time as much as 30 minutes every day. 


NO SHARPENING 


You use each blade until it begins 
to lose its edge, then discard it. No 
lost time in sharpening! 


WORK FASTER 


Paragon shapes are designed for 
your specific use. You work faster. 
And see how much longer Paragon 
blades last, compared with others 
of this type. 


PARAGON SURGICAL 


4700 EDGEWOOD AVENUE, OAKLAND 2, CALIFORNIA 





ONLY $2 A DOZEN 


—although shaped of fine Sheffield 
steel by craftsmen who know your 
exacting requirements. Handles are 


$1.25 each. 


AT YOUR DEALERS 


—the blades illustrated and 8 other 
standard shapes. If he does not yet 
have them, order direct, giving 
name of dealer. 


Exclusive American 
Distributors 
of Paragon Blades 
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GREATER E ea 
of OPERATION = 


with tz 


CHIROPODY EQUIPMENT 


@ Each piece of modern Ritter chiropody equipment has been 
designed to save you time . . . allows you to operate in a natural 
relaxed position. The Ritter Chiropody Chair is adjusted quickly 
and easily. The patient is brought to your operating level quietly 
and smoothly by this motor-driven chair. A Ritter Model “E-3” 
Sterilizer takes care of your sterilizing problems automatically. A 
Ritter Stool helps you relax while attending your patients. With 
a Ritter Chiropody X-ray you can take radiographs with a mini- 
mum of time and effort. 

Visit your chiropody dealer and see the many time and energy- 
saving advantages of modern Ritter 
Chiropody equipment. 
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Tinea pedis thrives 







Athlete’s foot and other 
external fungus infections usually 
respond to treatment with Asterol. 

A new and radically different antifungal 

agent—not a fatty acid nor a salicylate— 
Asterol is practically odorless, potent, 

mildly keratolytic. Available as a tincture, 

ointment, or dusting powder. 


ASTEROL? dihyarochioride 


‘ROCHE’ 


ASTEROL®—Brand of Diamthazole - Hoffmann-La RocheInc + Nutley10 + N.J. 
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| RESULTS 


In Superficial Dermatomycoses... 


especially DERMATOMYCOSIS PEDIS 
(Athlete’s Foot) 


As to the results obtainable with Desenex 

Ointment and Powder in the therapy of superficial 
fungus infections, the medical literature is eloquent.':?:*:* 
In one study,? clinical cure was reported 

in 90.4% of 63 patients. Another investigation*® 
showed 89.5% in 143 cases. 

The Undecylenic Acid-Zinc Undecylenate “team”, — 
available only in the Desenex formulae, — is 

a potent, non-sensitizing, virtually non-irritating 
combination proven highly effective in both acute 
and chronic cases of superficial fungus infections. 


Anti-mycotic 


Anti- pruritic 


S Anti-bacterial | 


PD-31 
And, Doctor, don’t forget AZQCHLORAMID 
SALINE MIXTURE TABLETS when you want 
to use or prescribe a convenient and economical 


Se 
re 
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Desenex 


Ointment and powder of ZINCUNDECATE 


References: 


(1) Sulzberger, M. B., and Kanof, A.: Arch. 
Dermat. & Syph., 55, 391-395. 


(2) Shaw, H. C.: Navy Dept., Bur. Med. & Surg., 
Research Div. Final Report, Research Project X-448-A. 


(3) Sullivan, M., and Fishbein, H. A.: J. Invest. : 
Dermat., 10, 293-299. # 


(4) Hopkins, J. G., et al.: J. Invest. 
Dermat., 7, 239-253. 


| DESENEX Ointment, Powder and Solution 


available at all pharmacies. 


Pharmaceutical Division 


Wel WALLACE & TIERNAN propucts, INC. 
Belleville 9, N. J.,.U.S.A. . 














antiseptic solution. Each Tablet prepares 2 oz. of 
| Azochloramid Saline Solution — highly bactericid- 
| al, non-irritating and pleasant to use. 
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NYLON 

elastic stockings 
at no sacrifice 
of correct 
support 


Baver & Black Nylons combine new 
beauty with established principles of 
» correct therapeutic support 


A woman’s vanity can be a for- 
midable thing—particularly 
when you want to prescribe elas- 
tic stockings that give correct 
support and she insists on beau- 
tiful appearance. 

But now you can give her the 
beauty she demands with the sup- 
port she needs in Bauer & Black 
Nylon Elastic Stockings. They’re 
fashioned, not tubular. Thus they 
exe greatest pressure at the 
ankles, with pressure gradually 
decreasing from ankles up, gently 
speeding circulation. 

Open toe avoids foot constric- 
tion and promotes foot comfort. 

#With support like this in stock- 





ings that are sheer, inconspicuous COMPARE THESE SUPPORT FEATURES 
and non-discoloring, you can ex- 
pect full patient cooperation. BAUER & BLACK ORDINARY 
More women choose Bauer & FASHIONED TUBULAR 
Black than any other elastic stock- STOCKING STOCKING 
ing. More doctors prescribe them. > — 


Knitted with Circular knit 

coe BAUER & BLACK res rear fashion- without seam 
ing seam so results in irreg- 

viar pressure 


that pressure 
is adjusted to pattern. 
leg contours. 
(Shaded areas indicate points of greatest pressure) 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, II. 
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STRIKE PAIN OUT 


@ 
Yes, whenever muscles ache use MINIT-RUB, the 








modern counterirritant. It starts to relieve FAST PAIN RELIEF 


pain in a matter of minutes. Just a dab M i N lT- R U oa 


in the palm of the hand, a minute or two 





of brisk massage of tired, aching feet. Soothing 


warmth promotes prompt relaxation of taut muscles. 


BRISTOL-MYERS COMPANY. 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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IN ATHLETE'S FOOT 


cure the case.... 


but spare the skin 





OCTOFEN. 
does both! 


One reason OCTOFEN Liquid is so widely accepted by pro- 
fessional and patient alike is because it is non-caustic, non- 
irritating and greaseless. It is highly potent, yet low in 
concentration. Therefore, OCTOFEN minimizes the risk of 
overtreatment dermatitis. Furthermore, OCTOFEN is fully 
fungicidal, despite the presence of blood, exudate and debris. 


Fungistat vs. Fungicide 


A fungistat may clear athlete’s foot momentarily, but a cure 
requires a fungicide. No mere fungistat, OCTOFEN is a true 
potent fungicide; hence it does not leave fungi in a dormant 
state, but attacks them to the finish. 


* Oster and Golden, reporting in Experimental 
Medicine and Surgery, 7:37, 1949, found that with 
OCTOFEN, a high percentage of ... mild cases cured 
in one to two weeks’ treatment... moderate infec- 
tions cured in two to four weeks...severe, long 
standing chronic cases cured within three months... 


WE RECOGNIZE CHIROPODISTS AND PODIATRISTS AS 
FOOT HEALTH AUTHORITIES 
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Proved 97% effective 


Stringent in vitro tests have proved that potent 
OCTOFEN kills Trichophyton mentagrophytes on 
2-minute contact. The formula, 2.5% 8-hydroxyquino- 
line in 43% ethyl alcohol was found effective in 97% of 
cases treated. Clinical details on request. 


2-way attack helps avoid reinfection 


Following liquid application, double the benefit of your 
treatment with OCTOFEN Powder, also containing 
potent 8-hydroxyquinoline. Helps keep feet extra-dry be- 
cause it has silica gel for superior moisture absorbency. 
(Damp feet invite reinfection!) Non-gritty, non-caking 
powder with long antifungal activity. Combats foot odor 
as it cools, soothes and relieves irritated, tender feet. 


McKesson & Robbins, Inc., Dept. INC 
Bridgeport 9, Conn. 

Kindly send me free samples of your Octofen Liquid and 
Octofen Powder. 











| 
Nome D.S.C. | 
Addr | 
I 
City Zone State ai 


McKESSON & ROBBINS, INCORPORATED °- Bridgeport 9, Conn. 





N.A.C. BUREAU OF VISUAL EDUCATION 


Portable Exhibit $70.00 


60” wide, 40” high—folds in 3 twenty-inch sections, 
shipping weight 12 lbs., contains 24 color prints, 
photomural and other fine features 
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Sound-Color Film Strip $35.0 
40 slides—35 mm, 33-1/3 RPM record, complete 
script, covers all phases of chiropody 


Photographs 


unmounted 








"Foot Examination of 


Child" 


8” x 10” each $1.50 
11”x 14” each 3.50 


Mural (mounted) 
2x 3 ft... . $35.00 


Send check with order to the 


National Association of Chiropodists 
3500 14th St., N.W. Washington 10, D. C. 
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FULL SPEED AHEAD 


_ in TISSUE REPAIR 
DESITIN 


OINTMENT 


the pioneer 
external 









therapy 


. . extensive new studies' prove 
in chiro Ke) d y ability of DESITIN Oint- 
ment, DESITIN Lotion, 
DESITIN Powder 

® to relieve pain and itch—soothe, lubricate, soften, protect— 


stimulate healthy granulation—lessen cicatrization—accelerate 
healing—in a variety of everyday conditions in chiropody. .. . 


* after treatment of heloma, tylomata, inflamed nail 
grooves, lost nails; in inflamed bunion joints, ulcers, verruca 
vulgaris, dermatitis, lacerated and denuded skin condi- 
tions, etc. 


DESITIN OINTMENT is a non-irritating, non- 
sensitizing! blend of high grade, crude Norwegian 
cod liver oil (with its unsaturated fatty acids and 
high potency vitamins A and D in proper ratio for 
maximum efficacy), zinc oxide, talcum, petrola- 
tum, and lanolin. Desitin Ointment does not 
liquefy at body temperature and is not decomposed 
or washed away by secretions or exudates. Dress- 
ings easily applied and painlessly removed. Tubes 
of 1 oz., 2 oz., 4 oz., & 1 Ib. jars. 





DESITIN POWDER, scientifically 
balanced medicinal powder, is satu- 
rated with crude Norwegian cod 
liver oil, and therefore it will not 
deprive the skin of its natural fat. 
In 2 oz. cans. 





1. Ignatoff, W. B.: J. National Assn. 
Chirop., Dec., 1952 


write for samples and literature 


= A D E S I Tl hi CHEMICAL COMPANY 


70 SHIP STREET, PROVIDENCE 2, R. I. 






DESITIN LOTION is a smooth, grit- 
less, pleasant cod liver oil lotion. 
In 6 oz. bottles. 
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PREVENTIVE MEDICINE 


“The most important concept of the century in medical care is that 
Preventive Medicine is an integral and necessary part of every practice. It 
is not a separate body of knowledge to be understood only by the skilled 
technician who has been highly trained in this field. There is no “specialty” 
of Preventive Medicine, as in surgery, radiology or pediatrics. Preventive 
Medicine functions in conjunction with diagnosis, treatment and rehabilita- 
tion. These are the basic elements of every physician’s plan for continuous 
medical care for each of his patients.” 

New England Journal of Medicine 


PREVENTIVE CHIROPODY 


Public acceptance for all types of preventive health measures is grow- 
ing at a tremendous rate. Magazine and newspaper articles, life insurance 
booklets and radio programs, drug manufacturers’ advertising and many 
other factors are educating Mr. and Mrs. America to new methods and new 
products that contribute to health, comfort and longevity. 


This trend makes it necessary that the individual Chiropodist keep pace 
with the public quest for health by adopting at least two vital policies: 


1. No patient is ever permently discharged, any more than an auto- 
mobile is ever free of repairs or adjustments. When treatments are completed, 
the Chiropodist who is interested in his patient’s walfare will say: “I want 
to see you again in six months (or less, depending upon the condition) for 
a check-up.” The patient should not be expected to diagnose his own condi- 
tion and determine when chiropodical treatment is necessary. 


2. Every patient should receive supplemental medication from the 
Chiropodist while the patient is in the office, rather than from some outside 
source. If there is no specific condition, Prescription “A” is indicated for every 
patient to promote foot comfort and as a prophylaxis. Patients should be 
instructed to use a foot powder as regularly as they use tooth paste. It 
is in accordance with sound preventive therapy for the Chiropodist to say: 
“I want you to use this prescription on your feet after bathing.” 


Most patients, particularly today’s mothers, are well informed on health 
subjects. They EXPECT the physician, dentist or chiropodist to take pre- 
ventive measures that will safeguard the family health. Order prescriptions 
today or write for latest brochure. 


HIROPODY 
437 Main Street 
3 in Stree Brescriprions 625 Folsom Street 
East Orange, N. J. 


shensenaaces San Francisco 7, Cal. 
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Safer, sounder treatment 
of skin disorders 


Prophyllin wet dressing 








(and Ointment) 


avoids treatment dermatitis 


¢ nonastringent, more physiologic 
e nonirritating, nonsensitizing 

e antipruritic and soothing 

e mildly bacteriostatic and fungistatic 


e encourages healing 


Footbaths or wet dressings with PROPHYLLIN are a marked ad- 
vance in treatment of acute dermatoses and infections with highly 
recommended and widely used water-soluble chlorophyll and 
sodium propionate. For night dressing, or as healing progresses, 
benefits can be maintained with PROPHYLLIN Ointment. PRo- 
PHYLLIN is free of characteristic sodium propionate odor when 


in solution. 


PropHYLLIN Powder, for ProPHYLLIN Ointment, 
preparation of solutions, in 1%-0z. and 4-0z. tubes. 
cartons of 12 packets. Bulk 

powder in 4-oz. and 16-oz. jars. 


Chystan) company inc « Mount Vernon, N. Y. 
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INLAYS, BALANCERS AND OTHER 
FOOT APPLIANCES... 


EXTRA DEPTH IN FOREPART 

Special last design provides extra room at the throat and over 
the toes across the entire treading area, allowing room for inlays, 
balancers and other foot appliances, without crowding the foot. 
There is no need, now, of misfitting with oversize shoes to accom- 


modate foot appliances. 


EXTRA DEPTH AT THE HEEL SEAT 


EDWARD'S INLAY-DEPTH lasts provide an extra % depth at the 
heel seat, thus preventing slipping at the heel and also accommo- 
dating corrections and appliances extending under the heel. 


Dotted lines indicate 
outline of ordinary shoe 





EDWARD'S INLAY-DEPTH SHOES 


enable you to insert inlays, balancers and other foot appliances 
without using an oversize shoe and without foot distortion, strain, 
cramping or pinching. EDWARD'S INLAY-DEPTH SHOES provide 
the extra room needed to accommodate the appliance and still 
give snug comfortable fit across the instep, around the ankle 
and at the heel. 


Write for catalog (on your professional stationery please) and ac- 
quaint yourself with our Doctor Method of prescription shoe fitting. 


THE SATISFACTORY SHOE CO. 


7 W. WASHINGTON STREET, CHICAGO 2, ILL 
MEMBER A. CE 
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THE FOUR FASTEST SELLING SPECIALTIES 
IN CHIROPODY TODAY— 


because they solve most of the Chiropodist's 
everyday dermatological problems 


Domeboro 
Effervescent Tablets 


No Crushing Necessary 


The first approach for all cutan- 
eous inflammatory conditions of 
the feet. 

DOMEBORO wet dressings and 
soaks contain aluminum acetate 
(one tablet or powder packet to 
a pint of water gives a 1:20 
Burow’s Solution) buffered to a 
pH of 4.2. Thus they are consistent 
with the mild acidity of the skin. 
DOMEBORO is available in new 
effervescent tablets, individual 
packets, and bulk powder. 





Vi-Dom-A Creme 


Recent investigation has proven 
that high potency Vitamin A ap- 
plied to the skin acts as a drug 
and retards scale formation. 


VI-DOM-A CREME is a clean, effi- 
cient vehicle designed to provide 
target therapy of high potency 
Vitamin A for this purpose and for 
diabetic patients. It keeps the skin 
smooth and soft and is valuable for 
patients with dry, scaly, wrinkly 
skin or fissured toes or heels. 


VI-DOM-A CREME contains 
100,000 U.S.P. units of synthetic 
Vitamin A per ounce. Available 
in 1 oz. tubes; 2 oz., 4 oz. and 
1 Ib. jars. 





Quatrasal 


The fungicidal solution with plus 
qualities. Contains a powerful yet 
non-irritating fungicide plus a 
wetting agent. Thus it penetrates 
right to the actual fungus infec- 
tion itself. 

Valuable in “athlete’s foot” and 
other superficial mycoses—also in 
nail fungus. 

QUATRASAL is most effective 
when applied after a DOME- 
BORO soak. 

QUATRASAL is available in 1 oz. 
bottles with brush applicator; 4 
oz., 1 pint and 1 quart bottles. 





Dome-Paste Bandages 
(UNNA'S BOOT) 


Treat leg ulcers successfully with 
DOME BOOTS according to the 
method devised by Dr. William 
Cooper. 

Each DOME-PASTE BANDAGE is 
4” x 10 yd. gauze impregnated 
with glycerin, zinc oxide and 
gelatin. It is flesh colored. It 
comes to you soft, ready for im- 
mediate use, due to its special air- 
tight packaging. 

DOME-PASTE BANDAGE is now 
A.M.A. COUNCIL ACCEPTED. 


Write for samples and special professional prices to 


ay 


DOME CHEMICALS INC. 
109 W. 64th St., New York 23, N. Y. 
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PATHOGENESIS AND TREATMENT 
OF THE TRICOPHYTIN REACTION 


A factual report on the dual prophylactic action of 


improved Quinsana Powder 


Here is a report on clinical observations, authentic test results. 
We at Mennen feel that these facts are important to you, 
Doctor, in your treatment of dermatophytosis. 


Effectiveness against dermatophytosis 

In 1947, a carefully controlled re- 
search study performed in the Balti- 
more City Jail, by a leading dermato- 
logical investigator, revealed that 79.1% 
of dermatophytosis cases treated with 
Quinsana were either cured or im- 
proved. 


New Discoveries in Tricophytin 

Scientists have long been aware of 
the adverse effects of tricophytin . . . the 
allergenic substance which precipitates 
allergic reactions (flare-ups) of the 
dermophytid type. The occurrence of 
tricophytin has been explained by au- 
thorities as resulting from the rapid 
destruction of Athletes Foot fungi, 
which, in turn causes a sudden release 
of toxins or antigens . . . giving rise to 
sudden, unpredictable flare-ups during 
therapy for dermatophytosis. 

But recent research has, for the first 
time, developed a new and practical 
method for the measurement of this re- 
action in fungicides. 


Examination of leading fungicides 

The formulae for Quinsana and other 
fungicides were therefore examined 
from the viewpoint of tricophytin pro- 
duction, and the results indicated that 
while Quinsana yielded a moderate 
amount of tricophytin, stronger rem- 
edies displayed a much more pro- 
nounced allergenic effect. 


Research on Quinsana formula 
Laboratory research was immediately 


initiated on Quinsana. After much 
work, a new, improved formula was 
found. Samples were submitted directly 
to the authoritative source of this origi- 
nal research. The improved Quinsana 
formula was found: 

1. To reduce tricophytin production 

to an absolute minimum 


2. To increase Quinsana’s fungicidal 
titre 

3. To have been reduced in its pH 
to the optimum level (6.0) 


Clinical Results 

But clinical proof was necessary. A 
Dermatologist and Research Worker of 
renown supervised clinical studies on 
the improved Quinsana formula. We 
quote from his conclusions: 

“In my opinion, the improved 
Quinsana is a good preparation for 
the prophylaxis and for the preven- 
tion of spreading of dermato- 
phytosis. 

“And, in addition, it is striking 
that what the patient is enthusiastic 
about . . . is the drying effect on hy- 
perhydrosis. This also decreases 
maceration.” 

The improved formula of Quinsana, 
retains all of the prophylactic, sooth- 
ing, cooling, drying properties of the 
Quinsana upon which you have relied 
in the past 14 years . . . pLus the reduc- 
tion, to an absolute minimum, of un- 
predictable “flare-ups” which are both 
painful and discouraging to the patient. 


Quinsana sales have always reflected your confidence in this Mennen product. 
These facts, we hope, will strengthen your confidence in the improved Quinsana 
formula. Thank you, Doctor, for your long-standing support. The Mennen Co., 


Morristown, N. J. 
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CRITICAL EVALUATION OF THE WEAKFOOT CONCEPT* 
LEWIS F. SCHREIBER, F.A.A.C. (Hon.), F.A.C.F.O. 
New York, N. Y. 
HARRY W. WEINERMAN, D.S.C. 
Brooklyn, N. Y. 


History of Weakfoot 


THE weakfoot concept has survived a life history of more than two 
generations. It was originally promulgated by the eminent Royal Whit- 
man in his monumental textbook on orthopedic surgery,' which passed 
through many revised editions, the concept having gained increasing 
support from our profession as it grew in stature. In the endeavor to 
trace the origin of the term weakfoot, the catalog of titles of The New 
York Academy of Medicine disclosed that Whitman was the author of a 
paper? which he read before the American Orthopedic Association on 
September 18, 1895, in which he stated his position at the outset, as 
follows: “The type and exemplification of the weak foot is the so-called 
flat-foot, ...” Amplification of this position is stated farther ahead in 
the paper: “The term weak foot has at least this advantage, that it 
implies nothing that the student must unlearn, for, if functional weak- 
ness is recognized, its causes may be analyzed and appreciated; it is 
because of the misapplication and misapprehension of the term flat- 
foot, and because of the associations which have so long obscured the 
rational treatment of the deformity, that the term has been discarded 
from the title of this paper.” 

Whitman introduced the term weakfoot in a paper published in 1892; 
although, according to his own statement, he had first become interested 
in the term in 1887. He used the term flatfoot exclusively in four 
independent papers published in four different medical journals between 
the years 1888 and 1893, with the exception of the 1892 paper, totalling 
five in all. Subsequently, three additional papers by him, on the theme 
of weakfoot, appeared between 1895 and 1913. 

The 1892 paper represented a mild endeavor to propose the new 
term, not apparent in the title: “The radical cure of confirmed flat-foot.’’* 





*This is the seventh in the series of research papers begun in 1944. 
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In this paper, Whitman took the plunge with his favorite term, weakfoot, 
when he inauspiciously announced his intention on the first page with 
this statement: “The term flat-foot is in some respects an unfortunate 
one, in that it does not correctly describe the affection. .. . I propose, 
therefore, to call your attention to some of the predisposing and exciting 
causes of weak foot, ...” In this paper the term flatfoot is used preferably 
to designate pes planus, an inherited affection, or the result of rhachitis 
in infancy, and is used interchangeably with the designation weakfoot. 

However, we consider the 1895 paper, referred to in the opening 
paragraph, a major effort to introduce the term weakfoot for general 
adoption. Thereafter, the influence of the new term gathered momentum 
in medical circles, and Whitman adopted it exclusively in the first edition 
of his textbook,! in which he states: ““The term weak foot has this 
advantage over others that imply deformity, in that it may include the 
earliest indications of disability. Once weakness is recognized, its causes 
may be analyzed and appreciated at their proper value. Flat foot is a 
particularly objectionable and misleading term, and it should be dis- 
carded, or at least used only to describe those cases to which it can 
properly be applied.” (p. 533) 

In the two following statements, Whitman stresses the importance of 
impaired function rather than deformity:* “Twenty years ago, when I 
first became interested in the weak foot as representing more particularly 
the less advanced type of deformity commonly called flat foot, , 
(p. 1) He continues a few pages ahead: “From this standpoint, the 
popular term flat foot is so misleading and inadequate that it has been 
discarded for one that calls attention primarily to impaired ability rather 
than to deformity. ...” (p. 4) In a still later paper the same theme is 
again stressed, indicating that Whitman was pained by the general 
disregard of function or ability while great importance was attached to 
deformity, precisely what he fought against for many years:> “I have 
used the term weak foot in place of flat foot, which is anatomically 
incorrect and which directs attention to deformity rather than to im- 
paired function.” 

In connection with the foregoing statements by Whitman, there are 
two factors that deserve some notice here. First, the substitution of the 
term weakfoot for that of flatfoot failed to clear the therapeutic atmos- 
phere after more than half a century, as Whitman had hoped in 1895. 
The “misapprehension” of the term flatfoot, to which he refers, had 
been aptly transmitted through heredity of ideas to that of weakfoot 
with the same deadly effect that prevailed when the term flatfoot was 
in vogue, indicating that “functional weakness” was not recognized, as 
he hoped also it would be. Second, he refers to weakfoot as a deformity, 
secondary to functional ability, meaning to describe it as such in the 
sense in which he deals with it in his textbook wherein he includes the 
milder types along with the most advanced. (cf., Orthopaedic Surgery, 
6th ed., p. 665 et seq.) 

But, as Whitman states, “if functional weakness is recognized,” as we 
agree it should be, the term weakfoot becomes superfluous and even 
misleading when applied to a foot presenting the classical postural dis- 
tortions so commonplace among large numbers of the population who 
never experience “functional weakness” in the course of a lifetime. On 
the contrary, as will be pointed out in this paper, individuals with weak- 
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foot posture can exhibit functional stability far exceeding that of others 
whose foot-build is such that weakfoot (pronation) cannot develop due 
to uncommon morphological and architectural oddities, such as certain 
cavus types, yet who may be subject to functional weakness. Hence, the 
“ideal” foot exists as a figment of the imagination and, if perchance 
discovered, would not be immune to functional weakness. 

An important contemporary of Whitman, and proponent of the 
weakfoot concept with certain modifications, was the late Otto F. 
Schuster,® who followed in his illustrious predecessor’s footsteps for a 
quarter-century. He was the first member of our profession to accept 
and teach the concept many years before the publication of his textbook 
in 1927. He presented the concept in various papers, as well as teaching 
it throughout his career, from the time he became a member of the 
faculty of the New York School of Chiropody shortly after its founding 
in 1911. He was responsible for making the concept stick in our pro- 
fession through his capacity as Professor of Mechanical Orthopaedics, 
when the school later became known as The First Institute of Podiatry, 
and as Chief of Staff of The Foot Clinics of New York, where weakfoot 
was treated on the Whitman principle. In addition, he maintained a 
plant for the construction of the Whitman brace for weakfoot, the plate 
which became immortalized as a household by-word among orthopedic 
surgeons and chiropodists of metropolitan New York and many distant 
points of the compass. 

In those bygone days, original research on the human foot was almost 
unheard of in our profession. But this did not, by any means, detract 
from the scholarly acumen possessed by the very few who, like Schuster, 
taught theory and practice with equal facility and showed the rank and 
file how to increase the limited scope of practice to which they were 
wedded. 

It is apparent to the student of Schuster’s textbook that the weakfoot 
concept was superficial to a deeper conviction when reference is made to 
the functionally impaired foot as of greater significance than the archi- 
tecturally defective one. A telling statement is made on this point in the 
chapter on flatfoot:? “In most instances, however, the degree of foot 
defectiveness is not judged as it should be by the extent to which a foot is 
functionally impaired; it is judged by its shape only.” To this he adds:* 
“It all depends upon the viewpoint of the examiner and his mode of 
judging a foot’s efficiency, whether it is a first, second or third degree 
flatfoot. The one, judging a foot by its contour only, would not unlikely 
classify the racial congenitally low-arched foot of the negro as a third 
degree flatfoot—in other words, as a very defective foot, while the other, 
judging foot defectiveness by the degree of functional impairment, might 
consider it a normal foot, oddly shaped.” On this point, a further doubt 
seems to occur in Schuster’s mind in the definition of the term weakfoot?, 
the word being enclosed in double quotation marks. 

Another timely statement on the ambiguous character of the term 
weakfoot is taken from Brachman:! “Articles relating to ‘weakfoot’ 
notably go into great detail on objective and subjective symptoms, 
etiology, pathology, symptomatology, diagnosis and treatment. So much 
material is covered that it is almost impossible to determine whether the 
condition is a true entity or whether a large number of foot conditions 
are being diagnosed and crowded under the blanket term of ‘weakfoot.’ 
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It is the author’s belief that the term ‘weakfoot’ is just as vague as the 
old term of ‘lumbago’ for any affliction of the back, and that it must be 
simplified considerably or eliminated entirely from our consideration of 
foot conditions.” 

In connection with the practical difference between a good foot and a 
bad foot, we present the following statements from Hiss: “This book, 
based on a study of foot function, presents reasonable, clinical proof that 
a foot may be greatly changed in physical structure, may be deformed, 
and have hypertrophic changes but still be comfortable. This comfort 
depends upon sufficient foot function to support the activity necessary 
each day.” The same theme comes up elsewhere in his book:'* “Structural 
deformities and pathological changes in bone may often be misleading 
as to the ultimate comfort that may be obtained by the patient. Rather 
startling clinical examples, with X-rays, are given in this chapter—some 
with marked pathological changes from which the patient suffers no 
discomfort; and other contrasting cases, with no visible pathology, that 
have very painful symptoms in the feet and legs upon walking.” Hiss’s 
law states: “Comfort Varies Directly with Function.” (Op. cit.) 





The Foot An Archetypal Structure 


As pointed out on previous occasions, function (work) and structure 
(morphology) are not pathomechanically related in weakfoot. The point 
at issue is that diverse foot types are as commonplace as various body 
types, and in all cases may be regarded as normal to the individual if the 
odd shapes and contours do not interfere with optimum capacity to 
perform work without undue restrictions. 

Furthermore, the weakfoot stance is exceedingly common at all age 
levels; in fact, more common than either the high-arched or other oddly- 
shaped foot types. The human foot is an archetypal structure, inherently 
capable of working naturally and efficiently, regardless of type of archi- 
tectural build. The basic foot type of the individual cannot be altered 
into any other type by ordinary mechanical means, short of surgery or 
foot-binding, with the possible exception of the infant's foot. Exceptions 
to this basic law are pathogenic changes brought about by bone disease 
or severe traumatic impact. The artificial life of civilization has not 
changed the basic pattern of the human frame in any of its parts. Scien- 
tific excavations have brought to light civilizations going back into the 
night of time, showing that homo sapiens, from head to foot, remains 
fundamentally the same, even down to the crippling effects of some of 
the degenerative diseases known today. 

One need not limit this comparison with contemporary races to learn 
that, as far back as before 13,000 B.C., the discovery of a footprint of 
prehistoric man’ gave evidence of a structure practically identical with 
that of modern ethnological characteristics. The similarity goes so far as 
to follow faithfully the gross contours and outline of the toes and the sole 
of the longitudinal segment as they are found in civilized man today. 
This footprint was discovered in a recess of the Grotto Aldene in South- 
ern France by Norman Casteret, famous anthropologist and cave expert. 
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In the course of their investigations, anthropologists and paleontolo- 
gists, who are not indoctrinated with habituated forms of thinking in the 
realm of the scientific, make interpretations of their findings of human or 
animal skeletal segments on the basis of possible function or specialized 
use of the parts. They consider the basic anatomic forms as expressions 
of the work for which the parts were designed. In like manner, the basic 
anatomic form of the human foot may be interpreted in terms of utility 
and adaptability, providing a diverse range of morphological and archi- 
tectural expressions within the classification of normal. 


Histogenesis and Morphogenesis 


In setting the stage for critical evaluation of the weakfoot concept, 
this paper requires preliminary consideration of histologic factors in- 
volved in the law of adaptation of structures to the requirements of 
function or work. In this connection it is well to recall that, governed 
by physiologic and biologic laws, all tissues undergoing morphologic 
transformation begin this process from center to periphery of the cell, 
working from within-without of the gross anatomy locally involved. This 
process makes its presence known outwardly or morphologically only after 
the inner histologic changes take place. It is at this stage of the process 
that various physiologic laws, such as Wolff's law and Davis’s law, are 
said to manifest in such parts, the evidence being more or less objective 
to the eye. 

At this point it is essential to emphasize the fact that neither the archi- 
tectural build nor the morphologic appearance of the foot is in any way 
involved in the gross production of the so-called weakfoot posture arising 
out of histogenesis and morphogenesis inducing changes brought about 
by either dysfunction or new functional demands of any nature. To 
assume otherwise would mean the violation of a basic anatomic considera- 
tion to the effect that a foot which since early life showed no tendency 
toward the development of weakfoot posture could transform. itself 
from its original architectural build into that of another type entirely 
dissimilar in character. To state this position in another way, the cavas 
type of architecture can no more transform itself through faulty function 
into the weakfoot type than the body build of an individual can trans- 
form itself from the short, squatty frame into the tall, spare type. (cf. 
The foot an archetypal structure.) 

Histogenesis embraces three major types of germinal cells under Wolff's 
law and Davis’s law: 

(1) Osteoblasts (bone tissue) 

(2) Myoblasts (muscle fibers) 

(3) Fibroblasts (ligaments, fasciae, tendons) 

In the restricted sense, as applied to physiologic laws, histogenesis 
means the part played by the germinal cells of the tissues involved in 
bringing about changes in the local morphology of any structure, depend- 
ing upon functional demands. In this connection, there are three distinct 
classes of histogenetic changes: (1) normal, (2) traumatic, (3) patho- 
genic. 

In the same restricted sense, morphogenesis means any change or 
deviation of the gross form or shape of localized structures induced by 
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histogenesis, from within-without. Thus, osseous structures, soft tissues, 
and all organs of the body develop or retrogress in accordance with the 
law of tissue transformation. The best example of this law may be found 
in the myogenetic power inherent in striated or striped muscle fibers, 
highly responsive to all extrinsic and intrinsic stimuli, operating through 
the germinal cells. 

As a result of this innate power of transformation, all anatomic 
morphologic changes are the direct effects of histogenesis and morpho- 
genesis. Such gross changes are not pathogenic processes in themselves, 
but are simply the result of the operation of histogenesis under functional 
or pathologic requirements occurring in the physical economy, resulting 
in precise mathematical anatomic effects. 

Histogenesis is related to function while morphogenesis is related to 
structure or form. The external conformation of any structure of the 
organism is therefore basically the result of the need for the particular 
form assumed by the part. All structures throughout the body engage in 
the engineering of tissue-building or unbuilding, locally or generally, 
according to this physiologic law. Every conceivable biochemical state 
of the organism is included in these changes, exemplifying Roux’s law of 
causality, the comprehensive law of tissue transformation. 

Gross pathology or disease, deformity and trauma, deal with the re- 
stricted function of the part according to the state of the structures, but 
never with the structures apart from the work they are capable of perform- 
ing. The physiologic laws underlying any state do not deal with gross 
changes of any kind. Structural changes deal with the internal archi- 
tectural design created by the germinal cells. Freiberg'* states that a 
deformity in this sense is non-pathologic and is simply the result of 
altered static requirements, whatever the primary cause may be. 

From this analysis of the relationship of function and structure, based 
on histogenesis and morphogenesis, it may be stated that there are four 
distinct steps involved in bringing about changes in the structures, based 
on Wolff's and Davis’s Laws: 

1. Change in position 

2. Change in function 

3. Rebuilding of internal architecture by germinal cells 

4. Gross anatomic result (morphological changes) 

The germinal cells are referred to by Sir Arthur Keith as engineers or 
designers, possessing a high degree of skill and mathematical precision. 
All structures are designed to carry the load or perform that work only 
which they are capable of performing under prevailing physiologic re- 
quirements—no more and no less until the requirements change. The 
native intelligence of these structural engineers is such that they truly 
represent one of the imponderables of the life forces, since they exhibit a 
highly specialized type of uncanny function far beyond the ken of 
physiology to fathom. 

As Hunter once expressed it, the germinal cells seem to be endowed 
with consciousness. From this connotation, we may infer that all the life 
forces of the body, as well as the physiologic processes they control, have 
their basic roots in the human being’s central consciousness or permanent 
self, referred to in western psychology as the unconscious. Thus, psy- 
chology and physiology are brothers under the skin. 
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Davis's Law of Function and Structure 


Concerning functional adaptation, as described by Davis in his mono- 
graph, several passages are abstracted from an exposition in that work!5 
elucidating his statement associated with the familiar wording of Davis's 
law. These abstracts show the relation of the universal laws of tissue- 
structure changes as applicable to the foot. Such functional changes 
produce the distortions and deformities commonly found in the routine 
practice of chiropody, those of the forefoot and the phalanges being 
the most common. 

But the rearfoot is not nearly as vulnerable to such distortions as is 
generally implied when the term weakfoot is applied in that sense. The 
rearfoot is firmly braced by a quaternary of bones—the malleolar articula- 
tions of the tibia and fibula from above, and the vice-like grip of the 
mortise formed with the talus from below—the subtalar articulation being 
firmly planted on the calcaneum or fulcrum. 

In discoursing on scoliosis, Davis states: 


“The testimony drawn from the condition of the bones, cartilages 
and ligaments, after a curvature has existed for years, as proving the 
cause of the deformity, is perfectly fallacious, for the reason that the 
same result will take place in any other joint, when retained for the 
same length of time in the same abnormal position. The condition is 
the result of the curvature and not the cause. The bones and cartilages 
will be absorbed by unremitting pressure, the ligaments will be actually 
lengthened by unremitting tension, those that are relaxed uninter- 
ruptedly will not be renewed any longer than the distance between 
their points of origin and insertion. These laws of the animal economy, 
therefore, can be relied upon; they ought to govern us in considering the 
condition of joints and parts that have long been in an abnormal 
position.”15 

“... by means of the principle we have promulgated, that a ligament, 
or other soft tissue, can be elongated to any desirable extent by the use 
of continued elastic extension, we have it within our power to reduce 
almost any dislocation, without reference to the length of time it has 
been luxated, but it can be done not only without pain or suffering, 
but without the slightest danger to life, and with almost a certainty of 
a perfect restoration of the joint to all its functions.”?® 

“We have long noted as a fact that, if a part be placed in an un- 
natural position, and retained there for a long time, the patient loses 
the power of volition after a while, in consequence of the brain ceasing 
to exercise its will over the particular muscles involved, and as a conse- 
quence of this neglect of volition, and want of exercise, the muscles 
themselves lapse into a state of atony, and eventual inability to respond 
to the will, which is equivalent to paralysis.””1* 

“If the reader will turn to page 139, . . . he will find, instead of 
theories, physiological facts that are incontrovertible—the same results 
following the conditions there laid down have never failed in our 
experience of twenty years. . .. Much of this reasoning, from the appear- 
ance of parts that have long been in a changed position, is fallacious; 
in a large number of cases the appearance is the result of the changed 
position, and not the cause.’’!8 


The above reference to page 139, on physiological facts, contains the 
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original statement by that author, which has become known as Davis's 
law. In principle, Davis’s law agrees perfectly with Wolff's law; in other 
words, the law of soft tissue transformation (Davis’s law) is identical in 
physiological principle with the law of bone transformation (Wolff's 
law). It is noteworthy to recall that Davis’s law (1867) antedated Wolff's 
law (1892) by twenty-five years. 


Natural Pronation in Locomotion 


In the act of locomotion, countless changes in position of each segment, 
in relation to all other segments, take place at the precise moment. In a 
smoothly functioning mechanism of this sort, multiple factors are in- 
volved, for example, in the feet. In the complete cycle of the forward 
progression of the body, not only does each foot alternate in going 
through the act of a lever, but the intricate inner workings produce 
various changes in position, both while actively engaged during weight- 
bearing and during the swing through space preparatory to taking the 
next step. In the course of the cycle making up the step, the foot expands 
and elongates during the active phase and recoils or contracts during 
the passive phase, assuming different positions in both phases. The slight 
changes taking place on the weightbearing phase produce a relatively 
different position of the structures in contrast to the non-weightbearing 
phase. Any change in relative positions during the cycle is to be con- 
strued as strictly functional, having no relation to faulty foot mechanics 
such as pronation, in a pathognomonic sense. 

In similar manner, stance requires voluntary muscle balance to main- 
tain the upright position of the body. Pronation is likewise common in 
stance, just as it is during the active phase of momentary weightbearing 
in locomotion. The point is that since pronation occurs in locomotion 
as well as in stance, no issue is made of this phenomenon, by authorities, 
when it occurs in locomotion. The evidence indicates that the change 
in the cyclic position of a part represents its natural dynamic activity and 
is not due to faulty function (work) of the structures. 

However, there are times when a change in the position of a part is 
desirable from a functional, rather than from a structural, point of view. 
For example, placing elevations under the foot at certain strategic points 
in order to bring about a change in functional position during locomo- 
tion will ultimately remodel the internal architecture, representing the 
fulfillment of the requirements. But, on the other hand, if a deformity 
results from placing the foot in an abnormal position, the anatomic 
result is merely the effect of having functioned in that position for a 
period of time commensurate with the changed function due to the 
changed position. (cf. Davis’s law) 


Fallacy of the Weakfoot Concept 


Up to this point, the material presented has been an attempt to set the 
stage for what is now to follow. To revert to a statement in converse of 
that made in the first part of this paper, those who are “indoctrinated 
with habituated forms of thinking in the realm of the scientific” will 
receive a scientific shock upon reading of a similar shock experienced by 
Wilson,!® who “was astonished to find Igorrotes with good functioning 
flatfeet,” an experience he narrates as follows: 


26 THe JOURNAL of the National 





“On one occasion there was in Philadelphia, some four years ago, a 
troop of Igorrotes; and I had twelve or fourteen of these little people 
come to my clinic, as | wished to show the students what natural feet 
were like. The subjects varied from five to forty-two years of age, and 
I put them on a high platform; but as they walked across, I was horri- 
fied to find that I was wrong in my conception of a natural unclothed 
foot. These people, in whom I had expected to demonstrate a perfect 
arch and a perfect foot, all stood flat-footed, with the feet pronated in 
the position that I had used to demonstrate the necessity of mechanical 
support; yet they had superb, flexible feet, superb musculature, and 
capabilities beyond conception. If plates had been applied they would 
have beautiful arches. My students were appalled, because I had taught 
them that a natural foot should stand foot-straight, with the arch 
preserved. I was aghast at the prospect of not being able to reconcile 
the feet of the savages with my conception of a natural foot; but 
through the suggestion of one of the students, J was finally able to show 
them even though these feet appeared pronated when standing, their 
arches in action were the standard normal arches. Therefore, the foot 
was a capable foot.” (Ital. ours—LFS and HWW) 


This experience, of a serio-comical nature, only goes to show that so- 
called weak{oot is a nondescript misnomer, a nonentity of sinister scientific 
propensity, best recognized under the heading of “scientific guesswork.” 
Hiss*° states that “ ‘Weakfoot’ is another antiquated term that means 
nothing in particular,” to which we may add—particularly nothing! 

The foot of the Igorrote shows no phylogenetic difference compared 
with the foot of western civilization. This similarly further shows that 
subtalar pronation is neither acquired nor structurally deficient, but is an 
architectural foot type of a variety common among many tribes as well as 
civilized man. (See Fig. 1) 

From the evidence now accumulating in the field of orthopodics, as 
represented by the spiraling intensity of interest shown by investigation 
into the subject, it is likely that the weakfoot concept cannot long survive 
the onslaught. The more the profession keeps abreast of the findings in 
anthropology, the less it is likely to adhere to artificial and antiquated 
ideas on foot structure and architecture while overlooking natural foot 
function. Yet, in spite of all therapeutic attempts to throw the center of 
gravity of the body out of balance by overcoming pronation, it continues 
to persist in barefoot stance and in locomotion, as it naturally should 
in a foot of that type. 

Incidentally, the foot is the only organ of the body that is held to be 
architecturally imperfect from the orthodox standpoint, when judged on 
the basis of the weakfoot concept. As a warning to avoid being misled 
by the use of the word “ideal” in connection with anatomic form, 
F. Wood Jones?! makes this arresting statement: “It is a little difficult 
to know why the human foot should be selected as an organ that is 
assumed to have an ideal or perfect form differing from that which the 
anatomist finds to be normal in the vast majority of mankind. If we 
substitute ‘normal’ for ‘ideal’ in the above sentence, we must conclude 
that the bulk of humanity is condemned by the normal disposition of 
the bones of the foot to show some departure from the normal functioning 
of the foot. The only alternative is to assume that there is such a thing 
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Fig. |—Photograph of a Kapsiki fighting man, illustrating pronation of the 
right foot with bow leg. Fleet of foot, this savage can outrun any civilized 
man in spite of his "deformity." (From the National Geographic Magazine.} 


as ideal foot function and that this function could presumably be carried 
out by an ideal but not by the normal foot.” 

One of the world’s foremost anthropologists, Jones, dispels the false 
notion still taught by small-fry “scientists” regarding the evolution of 
human locomotion from quadrupedal to bipedal means of progression, 
stating that “It would be better to discard all the drawings that depict 
the early progenitors of Man as slouching brutes carrying themselves in 
postures incompatible with the dictates of gravity, and to relegate to 
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oblivion all the speculations and theories concerning the gradual rise of 
Man from a quadrupedal pronograde to a bipedal orthograde posture.” 
(Hallmarks of Mankind) 


The Arch: Rigid or Flexible? 


A great deal of controversy regarding the weakfoot concept may be 
resolved by a consideration of the foot as a structural unit of great 
integrity. Authorities are divided as to opinions concerning the rigidity 
or flexibility of the arched structure. Of eleven authorities whose 
opinions we culled on this question, four consider the arch a rigid struc- 
ture, six consider it flexible, and one is contradictory within the space of 
five pages (p. 261 and p. 266) in his famous book on locomotion. 
Tabulated by name and publication, the opinions of these authorities 


follow: 

NAME PUBLICATION OPINION 
Steinder, Arthur Mechanics of Locomotion, etc. Contradictory 
Gray Anatomy, ed. 27 Arch resilient 
Cunningham, D. J. Anatomy, ed. 7 Semi-elliptic spring 
Callander, C. L. Surgical Anatomy, ed. 2 Arch resilient 
Grant, J. C. B. A Method of Anatomy, ed. 2 Arch is a spring 
Morton, Dudley J. The Human Foot Arch a rigid structure 
Keith, Arthur The History of the Human Foot, etc. Arch flexible 
Lapidus, Paul W. Misconception “Springiness” of Arch Foot a rigid lever 
Lake, Norman C. The Foot Arch rigid 
Engels, W. German works (1904) Arch rigid 
Jones, F. Wood Structure and Function in the Foot Arch flexible, resilient and 


elastic 


The obvious extremes of opinion expressed by the authorities in this 
tabulation seemingly have one thing in common: They do not tread on 
middle ground. It would be presumptuous on our part to contradict 
these authoritative opinions if opposed at the extremes they represent. 
However, we may seek refuge in the wide open spaces of the compara- 
tively safe middle ground on which angels fear to tread and where we 
may rush in uninhibited. It may be that ours is a voice in the wilderness 
of conflicting opinion—and it might be drowned by those who are “in- 
doctrinated with habituated forms of thinking.” 

In voicing an opinion upon the virgin territory of the middle ground, 
our approach to the problem is made on the basis of personal anatomic 
and structural observations, supported by authoritative findings concern- 
ing elongation and tensile strength of fascial structures,?? supplied by 
engineers who made a study of the subject in connection with the con- 
clusion that the arch is a rigid lever. 

If the arch is held to be a rigid structure, we may disregard the rearfoot 
as capable of flattening. But we have observed that the forefoot is capable 
of lateral or medial torsion—a frequent cause of instability and, therefore, 
interfering with normal locomotion. Chopart’s articulation further 
reveals that it is capable of slight movement on its horizontal and vertical 
axes, which makes it appear that it is a free-functioning unit (within 
limitations), while the rearfoot (talus and calcaneum) remains relatively 
stationary. This makes of the arch a semi-flexible lever, with the anterior 
fulcrum at the metatarsophalangeal articulations. Thus, the forefoot 
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is particularly vulnerable to shock and excessive wear and tear because 
it has little anatomic support from the comparatively sturdy rearfoot 
construction. 

In this connection, there is one anatomic pillar of strength in the 
skeletal structure of the foot which we wish to point out that has not, to 
our knowledge, received any attention in the past in considering the 
so-called weakfoot posture. By closely scrutinizing the anatomic forma- 
tion at the subtalar articulation, it will be observed that the posterior view 
reveals a wave-like process resembling faintly the letter S laying on its 
side. The peculiar formation in the joint, and the opposing platforms 
lipping on both sides of these bones, forms an interlocking device which 
proviaes bilateral stability at the site of the projecting process, the 
sustentaculum tali, reinforced by the calcaneo-navicular ligament. 

It is this unusual joint that “holds the line,” while superiorly and at 
each side the talus is held in a vice-like grip in the mortise formed in its 
articulation with the inferior extremity of the tibia and the malleoli. 
This anatomic feat of engineering by nature forms an almost foolproof 
defense against the tendency of certain movements of the foot to fracture 
easily the talus. It also prevents the subtaler joint from gradually slip- 
ping forward or from side to side into what is identified as the weakfoot 
posture, supposedly dragging with it the calcaneum in the process. The 
wavy platform making up the subtalar articulation prevents slippage in 
any direction. Close examination below this platform reveals no tangible 
evidence of smoothness from slippage at the joint. On the contrary, the 
surrounding surfaces are rough. (See Fig. 2) 

The talus and calcaneum are not only the largest and strongest bones 
of the foot, but they have the great anatomic advantage of powerful 
collateral support from the tibia and fibula. To put it another way, the 
two bones of the rearfoot and the two bones of the leg (which we term 
the quaternary) act together as a column of support prepared to meet 
the tremendous strains and stresses to which the foot, as a unit, is sub- 
jected, At the same time, this allows greater freedom of motion to the 
forefoot as the hinge-like articulation of the ankle joint executes its 
excursion. On the other hand, the forefoot is under the anatomic dis- 
advantage of acting as an appendage to the powerful leverage demands 
of the rearfoot, in addition to its own delicately specialized functions of 
pivoting and balancing the body and adding spring to the step while 
propelling the weight forward over the fulcrum at the metatarsopha- 
langeal articulations, for all of which it is admirably adapted. 

It is obvious that the quaternary possesses tremendous stability, while 
“pronation” (extensibility) is a natural by-product of this skeletal com- 
bination. Yet, there is sufficient flexibility of the forefoot to counteract 
interference with its free action in the performance of highly intricate 
functional movements to sustain the integrity of the foot against shock or 
fracture under ordinary conditions. 

Furthermore, one must not overlook the fact that the rearfoot has a 
far greater integrity and defense against disalignment than is the case 
with the forefoot, since the latter is better adapted through. its semi- 
flexibility to guide the foot to a safe landing at the completion of each 
step in locomotion. In that sense the forefoot is analagous to the landing 
gear of an airplane, while the rearfoot is like the rigid cabin which it 
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Fig. 2—Illustration of the quaternary (calcaneum, talus, tibia and fibula), a 

structure possessing tremendous stability to meet all normal strains and stresses. 

Note the wave-like process at the subtalar articulation (indicated by the heavy 

line), a feat of engineering by nature to prevent fracture or displacement of 
the talo-calcanean articulation. (Posterior view.) 


sustains and guides. The heel-toe manner of forward progression does 
not influence this relation, contact of the heel with the surface being of 
momentary duration while the forefoot bears weight long enough to 
assure propulsion of the body and to exert a “braking” action. 

Engineers?? have shown by experiment that the fascia lata (covering 
the thigh) , the strongest layer of the body, possesses a tensile strength of 
approximately 1,476 kg. per sq. cm. or 20,959 Ibs. per sq. inch of cross 
section. The plantar fascia is the strongest single structure of the foot. 
The estimated tensile load of this fascia is roughly 35 kg. in a person 
weighing 60 kg., standing on one foot, with weight relaxed. Since it 
averages 15 cm. long and about 0.5 sq. cm. of cross section, the maximum 
elongation under stress cannot exceed 1.4 per cent. This means an 
elongation from 15 cm. to approximately 15.21 cm., allowing for sagging 
of the head of the talus of close to 0.1 cm.*4 

The shock-absorbing property of the foot therefore assumes only an 
academic interest if the range of its flattening and recoil power is limited 
to approximately 0.1 cm. It is noteworthy that the sudden application 
of extreme tensile violence to fibrous structures, beyond their normal 
tolerance, will not result in a rupture unless preceded by a cortical avul- 
sion fracture of bone at the point of fibrous attachment, indicating that 
bone must give way before ligaments will tear under conditions of great 
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stress. Bone is capable of bearing compression stresses while fibrous 
tissues are built to withstand tensile stresses, in consequence of which the 
arched structure of the foot cannot flatten to any appreciable degree 
without violence or bone disease. 

Thus, it is clear that pronation represents an optical distortion of what 
is in fact a natural phenomenon in the complete cycle of static and 
dynamic forces alternating between limited active extensibility and passive 
contractibility of fibrous tissue during the act of locomotion. Nor is it 
difficult to perceive that the extremes of rigidity or flexibility of the 
arched structure are absent during both phases of the cycle. 

We can do no better than present timely abstracts from the famous 
research team of Schwartz and Heath*® on the problem of dealing with 
those common biomechanical disabilities of the foot having little or no 
relation to the variations in architectural make-up, such as the weakfoot 
type, yet requiring conservative treatment to provide symptomatic relief 
and to restore functional efficiency demanded in the pursuit of daily tasks: 


“It becomes evident that we are to deal with variables of those 
clinical problems most frequently seen. The anatomical definitions of 
function have suggested a simple and direct explanation of the cause 
and treatment of such common complaints. However, time and an 
examination of large numbers of these structures deny such assumed 
regularity. The inherent variables unite to form a structural unit 
which serves the function of locomotion. The feet have, therefore, in 
common with other structures, a range of variations within the classifica- 
tion of normal. 

“The inherent weaknesses of the human foot have long been recog- 
nized. Its potential strength and methods for best utilizing prevailing 
structural advantages have not received equal consideration. As long 
as information is drawn only from visual observation of the living 
foot and from anatomical studies of the static structure, we shall fail 
to reach a maximum understanding of the requirements of the human 
foot for its most efficient functioning. Until recorded evidence capable 
of quantitative measurement and interpretation is more widely applied, 
therapy, both conservative and operative, must continue to be insti- 
tuted and evaluated empirically. This is particularly true in the struc- 
turally normal foot, which is dependent upon conservative treatment 
for the alleviation of pain and fatigue and for the restoration of func- 
tional efficiency.” (Ital. ours—LFS and HWW) 


Canadian Army Foot Survey Shatters Morton's Syndrome 


To indicate the vast amount of time and work that has been put into 
the study of the skeletal structure of the human foot, and to deduce 
therefrom what has been largely accepted as a theoretical means of 
differentiating between the normal and the morphologically pathogno- 
monic, the outstanding example of the twentieth century is to be found in 
Dudley J. Morton’s book, The Human Foot, published in 1935. The 
deductions of function, on the basis of structure, have always seemed to 
provide a highly fascinating means of approach to serious investigators 
of the foot. The nominal admission, on the part of investigators, of the 
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existence of Wolff's law seems to bear little application to the foot in so 
far as primordial function is concerned. Instead, these investigators 
usually present artificial and idealized hypotheses on normal foot function 
and morphology which could be more readily applied to a manikin than 
to man. Ironically, the foot is the sole organ of the human frame to be 
accorded such completely mechanized study without benefit of accepted 
physiologic laws commonly applied to other parts of human anatomy. 
Carrying this point to its logical conclusion by way of example, and, 
as a practical illustration of the relatively great importance attached to 
the Morton syndrome in the field of orthopedic work, we present abstracts 
from Harris and Beath in their highly illuminating observations and 
interesting statistics gathered from the Canadian Army Foot Survey?® in 
which they produce concrete evidence to shatter the Morton theory in 
actual practice. Referring to the short first metatarsal, they continue: 


‘. .. In actual fact, the problem has never been submitted to ade- 
quate study, either by Morton or by others; and there is nothing in 
The Human Foot concerning the association of the short first meta- 
tarsal with foot disabilities which might not be the result of coinci- 
dence. 

“. .. The findings of this Canadian Army Foot Survey in respect 
to the short first metatarsal are of considerable interest and importance, 
the more so since they do not support Morton’s hypothesis. 

“... At the enlistment center, 3,619 men were examined by precise 
methods. Of these, it was possible to follow 1,391 during their military 
training and to determine the functional capacity of their feet. From 
such observations, important conclusions have been drawn in respect 
to the alterations in function which result from foot defects and ab- 
normalities, including shortness of the first metatarsal. 

“The method adopted by Morton for determining the length of the 
first metatarsal in relation to the second (the position of the most 
anterior portion of the head of the first metatarsal in relation to a line 
tangent to the head and at right angles to the axis of the second 
metatarsal) is open to considerable error, depending upon the position 
of the metatarsals in respect to varus and valgus. 


Findings of the Survey in Respect to the Short First Metatarsal 


“In 2,878 feet the first metatarsal was shorter than the second by 
1 millimeter or more. 

“In 2,693 feet the first metatarsal was longer than the second by 
1 millimeter or more. 

“In 1,596 feet the first and second metatarsals were of equal length 
(within 1 millimeter) . 

“These figures demonstrate that shortness of the first metatarsal. is 
common, but so also is overlength of this bone. The most common 
state is equality of length between first and second metatarsals (1,596 
cases or 22 per cent). The majority of the remaining cases are within a 
few millimeters of equality, suggesting that this represents the normal 
for most feet. 
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“If we arrange the measurements with respect to individual soldiers, 
we find that in 1,282 men the first metatarsals were shorter than the 
second; and in 2,337 men the first and second metatarsals were either 
of equal length or the first metatarsals were longer than the second. 


Association of Short First Metatarsal with Pes Planus 


“Morton's contention that shortness of the first metatarsal induces 
pronation of the forefoot and depression of the longitudinal arch 
makes a study of this association important. It is possible to correlate 
the two factors from the data of the Foot Survey, and this has been 
done for several relationships. Jn all of these studies, there is no greater 
incidence of pes planus or of pronation of the foot when the first 
metatarsal is short than when it is long. We have been unable to find 
any evidence that the short first metatarsal causes pes planus, pronation 
of the foot, or longitudinal-arch symptoms. (Ital. ours—LFS and HWW) 


Functional Capacity in Relation to Short First Metatarsal 


“The vast majority of soldiers with measurable shortness of the first 
metatarsal had no symptoms related to the condition and presented no 
evidence of disturbance of weight distribution. The lack of symptoms 
when the metatarsal is short was sometimes very striking. 


Hypermobility of the First Metatarsal Segment 


“. .. By clinical examination we could not discover any case in which 
we thought the first metatarsal segment was so much more mobile than 
the second as to constitute a possible cause of disturbed weightbearing. 
The roentgenographic evidence advanced by Morton (widening of the 
interspace between the first and second cuneiforms) is not pathog- 
nomonic. It results merely from the chance that the central beam of the 
roentgenogram has passed directly through the joint space. In our 
opinion, hypermobility of the first metatarsal segment does not exist 
as a separate entity. 


Thickening of the Shaft of the Second Metatarsal 


“We were unable to find any direct association between thickening 
of the shaft of the second metatarsal and shortness of the first meta- 
tarsal. On the other hand, when the presence of callus indicated that 
excess weight was borne by the second and third metatarsals, in 44.7 
per cent there was thickening of the shaft of the second metatarsal. 
However, many cases with thickening of the second metatarsal pre- 
sented no evidence of excess weight borne by it. It may be assumed 
with reasonable accuracy that, when the second metatarsal bears 
increased weight for any reason and has done so since childhood, it 
will respond with increase in size; but there is no evidence that short- 
ness of the first metatarsal is the cause of such excess weightbearing.” 
(End of abstract) 
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The Metatarsal Formuia 


Ample evidence is adduced by F. Wood Jones?" to indicate that 
metatarsal formulas (the order of projection of the heads) are nothing 
new, dating back as far as 1855 (Henle) and continuing in a steady 
stream as recently as 1940 (Frazer). By far the great majority of authori- 
ties on anatomy agree that the skeleton of the foot depicts the order in 
the formula as: (a) 2>3>1>4->5. Next in frequency, another 
but smaller group of authorities arrived at the formula as _ (b) 
2>1>3>4=>5. It is notable to observe that in group (a) the first 
metatarsal is third from the longest. Commenting on the subject, Jones 
states: 

“It is the head of the second metatarsal that is typically advanced 
beyond that of any of the others. Although the head of the second is, 
except in rare and abnormal cases, the most projected in the foot, there 
is the possibility of some slight variation around this mean. . . . In the 
absence of any statistical inquiry into the subject, it is no easy matter to 
be dogmatic on the point. Such an inquiry would have to be conducted 
by forceps and scalpel rather than by radiograph or by the examination 
of articulated specimens, for into both of these methods fallacies may 
intrude. ... The head of the third metatarsal may occasionally outstrip 
the second; but the fact remains that it is normal in Man for the head 
of the second to be the most advanced member of the series. . . . Far 
from being anything like an abnormality of any sort, it is the accepted 
normal of all anatomists. . . . The head of the second metatarsal is in 
advance of that of the first at all stages of development—the condition 
is no adult acquirement.” (Ital. ours, LFS-HWW). (See Fig. 3) 

On the basis of this statement by Jones, Morton (1935) stands alone 
among all authorities on anatomy, even though he regards a short first 
metatarsal as one which “can hardly be called a definite abnormality.” As 
brought out by Jones, the second metatarsal articulates “with the tarsus 
farther back than those of its immediate fellows. Moreover, this articula- 
tion is in every way peculiar, since the base of the bone is slotted in 
between the margins of the two adjacent cuneiforms and sides of the 
bases of its fellows.” This articular peculiarity is further emphasized by 
noting the relative distal shortness of the second cuneiform in its wedged 
position between the first and third. (See Fig. 4) 

The position of the anatomist in working with “forceps and scalpel 
rather than by radiograph,” as recommended by Jones, suggests greater 
scientific accuracy in the results. This position is partly confirmed in the 
admirable work of Venning and Hardy?5 who make it clear that precise 
radiographic technique can do no better than standardize unavoidable 
distortion, when they state: “A shadow is, of course, inevitably distorted 
to some extent unless it is cast by a plane upon a screen in contact with 
the plane. However, the aim in producing standard radiographs is not 
to avoid distortion, but to ensure a constant amount of distortion on each 
occasion.” (Ital. ours—LFS and HWW) 


Radiographic Techniques 


This now brings us to the point where it is essential to review criticisms 
that are likely to arise from a consideration of the various radiographic 
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Fig. 3—Slotted articulation of metatarsal II with cuneiform Il and adjacent 
cuneiforms. This metatarsal is the longest in the series, both at its head and 
base. (Dorsal view, left foot.) 


techniques employed in studies of the skeletal structures of the foot by 
Morton (1935), Harris and Beath (1949), and Venning and Hardy 
(1951). With all due consideration and respect to these and other work- 
ers in the field, allowance for distortion, even if standardized as pointed 
out by Venning and Hardy, leaves out of consideration significant varia- 
tions among numbers of individuals grouped together whose foot-build 
cannot be standardized for radiographic purposes. This factor applies 
to those exhibiting the extremes of planus or cavus, the changes in 
individual bone morphology that have taken place over a period of years, 
the distortions and deformities which bring about corresponding articular 
and other misalignments under Wolff's law, and the general changes in 
contours that may be apparent even externally. 

On this basis, we hold that any individual can exhibit, radiograph- 
ically, what may be termed a standard applying only to himself if the 
range of architectural variation is outside the average of his group 
classification. On the other hand, with standardization of distortion for 
any group coming within average morphological build, this factor is 
reduced to a much smaller margin of error in the interpretation. As an 
example of the discrepancy that might creep into radiologic studies, a 
long foot with a higher-than-average longitudinal dome will show greater 
distortion than a short foot with a lower-than-average longitudinal dome, 
even in the same sex. In these cases it is obvious that the greater the 
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Fig. 4—Illlustration (A) depicts metatarsal formula accepted by great majority 
of authorities on anatomy: 2>3>1>4>5. The numbered heads indicate 
the order in which the metatarsals project in length. Illustration (B) depicts 
the formula accepted by a smaller group of authorities: 2>1>3>4> 5. 





distance of part of the foot from the screen, the greater the distortion, 
since the general build of the foot presents the form of an arc in any 
position, unless it is radiographed contrary to the precise technique 
recommended by Venning and Hardy, in which case the distortion will 
be still greater. 

The crux of the problem thus brings us back to anatomy, rather than 
radiology, as presented by Jones (1944) when he states flatly that error 
will intrude itself in such studies, the best solution being the forceps 
and scalpel, where distortion is impossible and interpretation is precise. 

There is hardly a need, as we view the problem, to assume that Morton 
is in complete error, or that Harris and Beath are only partly correct, 
while Venning and Hardy hold the complete solution in radiographic 
technique of the foot. Since no fool-proof method has as yet been devised, 
further judgment must be withheld pending future investigation, perhaps 
in the field of anatomy. 


The Short First Metatarsal 


The majority of anatomists (cf. F. Wood Jones) agree on the meta- 
tarsal formula 2> 3 > 1 > 4>5, indicating that a short first is normal. 
It likewise indicates that since the position of the first in the formula 
rarely occurs after the third or middle place, its shortness may be con- 
sidered merely as a natural architectural feature of no pathognomonic 
significance at any time of life. Since nature provided this architectural 
arrangement, she is quite capable also of providing the necessary bio- 
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mechanical and functional capacity for the short first segment to perform 
its work efficiently. The fact that at the approach of middle life many 
of the functional disorders of the feet begin to manifest is no indication 
that architectural build is the direct etiologic factor responsible for such 
disabilities. 

It is a fact also that many other parts of the human organism begin to 
show signs and evidences of functional incapacity and disease bordering 
on degenerative processes. With the exception of the human foot, soft 
tissues and osseous structures of the rest of the human frame (architec- 
turally speaking) are not customarily taken into account when various 
parts become pathologic, unless—as applies equally to the foot—tissue 
changes indicate the presence of a disease process. But such systemic 
processes, either in the foot or elsewhere in the body, are not to be con- 
founded with this discussion in which purely biomechanical disorders 
are considered apart. 

We must learn to accept the lesson from the world’s leading anatomists 
that a short first is as natural as a thumb, and that one can live with it 
in peace if he does not entertain scientific speculations and evolve fanciful 
theories concerning its relative shortness as nature designed it. Nothing 
can be done about it, anyway, even with a platform placed under its 
head to give it a lift which it almost always promptly resents. The system 
of biomechanics of the body is governed by the laws of physiology, partly 
recognized under Wolff's law and Davis's law. These laws do not take 
into account the possibility that some men will attempt to assess the 
handiwork of nature by some dubious process of reasoning, contrary to 
what is simple and adequate for all practical purposes of observation and 
study. 

In any consideration of metatarsal formulas, it is perhaps more practical 
to take into account the general relationship of the projection of all five 
metatarsal heads as a unit, rather than to consider the limited relation- 
ship that exists between the first and second only. These two may 
present a longer or shorter relationship to each other which might prove 
misleading if the remaining three are ignored. If the second appears 
excessively long in relation to the first, thereby giving the impression 
of a short first, what is the relationship of the first to the third, fourth and 
fifth? It is quite possible also that an excessively long second aids in 
counterbalancing a so-called short first, since the second belongs on the 
medial side of the foot. In any event, why not resort to the dissection 
and study of foot cadavers and anatomic specimens for additional 
observations, rather than to rely on the present method of interpreta- 
tion of radiographic distortions and other anatomic inconsistencies and 
anomalies? 


Summary 


1. The weakfoot concept has prevailed since the late nineteenth cen- 
tury and was adopted in chiropody four decades ago. It is shown that 
function plays little part in this concept, which is based solely on the 
postular position of the subtalar articulation, resulting in natural 
pronation. 

2. The foot is a primordial structure of incalculable age, while its 
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general morphology has remained basically unchanged, as shown by 
anthropological excavations. The pronated foot, the oddly shaped foot, 
and other variations in pattern, are as normal in function as those whose 
structure is not “impaired” morphologically. 

3. Histological and morphological changes take place in accordance 
with the law of adaptation of structure to function. Such changes provide 
the greatest economy to suit the individual requirements in locomotion, 
except in the presence of trauma or bone disease. The law of adaptation 
follows in a series of sequential steps: (a) change in position, (b) change 
in function, (c) rebuilding by germinal cells, (d) morphological changes 
(anatomic results). 

4. Abstracts from Davis’s monograph are presented in relation to 
tissue-structure changes responsible for distortions and deformities of 
the body. Among those we may include are distortions of the forefoot 
commonly seen in chiropody practice, but not applicable to so-called 
“weakfoot,” the latter being a natural “distortion” common alike to 
savage and civilized man. 


5. An illustration of the statement, “indoctrinated with habituated 
forms of thinking in the realm of the scientific,” is given when a troup 
of Igorrotes (a savage tribe) was presented at a clinic by an orthopedist 
to his medical students. All were chagrined to find the troup flat-footed 
in barefoot stance, with pronation, yet presenting superb functional 
capabilities, contrary to the ideas indoctrinated at medical school on 
what constitutes the natural foot. 

6. Concerning rigidity or flexibility of the arch, tabulation of 11 
authorities shows divided opinion, four considering it rigid, six flexible, 
and one self-contradictory. Voicing a personal opinion, we stand on 
middle ground on the basis of anatomic observations: (a) lateral and 
medial torsion movements of the forefoot, (b) adduction and abduction 
of the forefoot (Chopart’s articulation), (c) relative rigidity of the 
rearfoot (talus and calcaneum), thereby presenting a semi-flexible skeletal 
structure. 

7. Sturdy construction of the rearfoot gives it greater integrity and 
defense against shock and disalignment than is the case of the forefoot, 
since the latter performs the delicate functions of balance through intri- 
cate semi-flexible movements. The skeletal quarternary (talus, calcaneum, 
tibia, fibula) provides a solid column of vertical support and tremendous 
stability to meet adequately all normal strains and stresses. 


8. As demonstrated by engineers, the shock-absorbing property of the 
foot is extremely high, since extensibility of the plantar aponeurosis and 
other fibrous structures is limited to 1.4 per cent. Pronation per se is 
thereby limited by these structures as a natural phenomenon in the 
cycle of static and dynamic forces in the act of locomotion. 


9. Abstracts from the research team of Schwartz and Heath are pre- 
sented to indicate that the inherent variables of structures of the body 
or the foot allow for variations within the classification of normal. These 
workers state that ‘“‘a maximum understanding of the requirements of 
the human foot for its most efficient functioning” must be reached by 
“recorded evidence capable of quantitative measurement and interpreta- 
tion” if all forms of therapy are to rise above the empirical. 


\L ASSOCIATION of CHIROPODISTS 39 





10. Copious abstracts are presented from Harris and Beath on clinical 
findings and statistics tabulated in the Canadian Army Foot Survey with 
concrete evidence to shatter the Morton syndrome. Their evidence indi- 
cates that they determined the functional capacity of the feet of Canadian 
soldiers “by observation of the type and degree of disablement which 
developed during military training.” Roentgenologic studies of 3,619 
men proved: (a) in 1,282 the first metatarsals were shorter than the 
second (app. 35 per cent), (b) in 2,337 the first and second were either 
of equal length or the first was longer (app. 65 per cent), (c) flatfoot 
and pronation are not caused by the short first, (d) no evidence by the 
short first of related symptoms or faulty weight distribution, (e) hyper- 
mobility of the first segment is apparently non-existent, (f) no association 
between thickening of the second from excess weightbearing and the 
short first. 

11. As shown by Jones, all metatarsal formulas presented by anato- 
mists from 1855 to 1940, with the exception of Morton (1935), depict 
the second metatarsal head in advance of its fellows. This fact “is the 
accepted normal of all anatomists,” is not considered “an abnormality 
of any sort,” and remains in advance of the first throughout life. Jones 
adds that “forceps and scalpel” would be required for accuracy rather 
than the radiograph and its unavoidable distortions, especially in view 
of the findings of Venning and Hardy (1951) regarding the latter. 

12. With recent attempts to standardize radiographic distortion, addi- 
tional factors intrude themselves to present new complications and thus 
defeat its own purpose. It is pointed out that the extremes of planus 
or cavus, because of the widely different arcs exhibited, are likely to 
increase, rather than diminish, the margin of error in the interpretation 
of standard distortions. Morphological changes, including skeletal and 
articular distortions, resulting in exaggerated arcs and angles, are among 
the factors to consider in such radiologic studies. 


Comment 


In a paper of this nature, emphasis is necessarily directed to the nega- 
tion of a concept having popular approval. But on the side of the posi- 
tive there is ample material to build anew on the site occupied by the 
former structure. Such material is available and is being utilized in 
the profession. Those who have availed themselves of it prior to, and 
since, its introduction in these pages in 1948,?° have been startled with 
incomparable results not realized in the past when the weakfoot concept 
represented the focal point of therapeutic attack. 

In connection with the material referred to, specific terminology may 
be suggested for adoption by employing the phrase tortion principle to 
denote medial or lateral imbalance of the forefoot. A companion phrase, 
torsion stabilizer, may be suggested to denote the pad or appliance 
devised to restore balance, as shown by a reading taken with the 
supronimeter. Combining the three aspects of this material into an all- 
inclusive system, we take the liberty—not usually the privilege of orig- 
inators—of respectfully suggesting that it be named the S-W method. 

In a previous paper, a proposal was made to adopt the newly-coined 
term podoinstability®® to replace such outmoded terms as weakfoot and 
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flatfjoot. This word represents the generic rather than the specific, in 
conformity with the law of locomotor stability*! introduced to the pro- 
fession as an original contribution. 

In practice, the law of locomotor stability takes into account the 
functional ability only of the locomotor mechanism. It is not concerned 
with morphological characteristics, such as weakfoot per se. It is con- 
cerned chiefly with elevating the motor capacity index, the pivotal con- 
trol factor in podostability. In this sense, the etiologic basis is func- 
tional while at the same time taking into consideration any coexisting 
pathogenic background of the general system. 

Among those chiropodists whose practice is devoted largely to the 
management of functional disorders—particularly either the weakfoot 
type or the short first metatarsal—evidence of a substantial nature lacks 
to indicate association of architectural morphology with functional in- 
stability (podoinstability), when backed by clinical findings of disability 
or pain syndromes apart from architecture. On the contrary, clinical 
evidence indicates that functional strain and consequent instability pre- 
dominate in such cases. Moreover, the great majority of cases of podo- 
instability appear to have their origin on a much broader and more 
general etiologic basis or synthesis—purely individual in each case—and 
not subject to any architectural classification. 


Conclusion 


In this paper the human foot is considered as a basic physiologic 
structure, a functional unit which is subject to a large variety of 
exogenous and endogenous etiologic factors having little or nothing to 
do with weakfoot morphological characteristics, the latter playing but 
a purely incidental and secondary part in the concatenation of events 
leading up to dysfunction. Podobiomechanical and other suitable thera- 
peutic procedures, properly and adequately applied, will bring about 
rehabilitation to the maximum possible extent, and one ought not judge 
the results on the basis of the weakfoot concept as having any bearing on 
the condition. Weakfoot has been treated for many decades upon the 
false premise that when pain is relieved the objective is achieved— 
natural pronation remaining static in the process—while in actual fact 
locomotor stability has been restored by elimination of etiologic factors 
foreign to the weakfoot posture. 

Every scientific hypothesis or concept is founded upon a generalization 
resulting from the accumulation of technical data to lend it support. 
However, since myriads of particulars are required to reach up to such 
a generalization, subsequent investigations and observations are likely 
to bring to light new findings, together with the discovery of former 
shortcomings and flaws not apparent in the original hypothesis. In line 
with subsequent disclosures, scientific method then demands modifica- 
tion of the former concept or hypothesis in terms of the newer develop- 
ments. 

Thus it is that many a concept contains a grain of truth that provides 
an intellectually agreeable groundwork, yet far from acceptable on a 
practical working basis. The Morton syndrome is a good illustration of 
this point, as proved by the Canadian Army Foot Survey. On the other 
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hand, the weakfoot concept has escaped the fate of Morton's theory due 
to a paucity of observations of the inherent weaknesses of the concept in 
its practical aspects. Textbooks and countless articles have upheld it 
by repetitious recital, aided and abetted by those who were “indoctrinated 
with habituated forms of thinking in the realm of the scientific.” 

The intensive studies and clinical observations on the part of Harris 
and Beath bear out their contention that the short first metatarsal “has 
never been submitted to adequate study” by investigators; adding, fur- 
thermore, that association of the short first with foot disabilities may 
“be the result of coincidence.” Similarly, the contention has been made 
by some members of our profession, but not borne out by extensive 
investigation, that weakfoot is not a pathognomonic entity, even if the 
conclusion is arrived at in cases where it is superimposed over Morton's 
syndrome. In any case, all theorizing in the past has not given us 
Ariadne’s thread to lead us out of the labyrinth. 

It is obviously more vital, therefore, that we deal with reality in the 
case of the functionally impaired foot and concentrate upon restoring 
its motor capacity index to optimum. To state the problem in another 
way, it is infinitely better to be disillusioned about morphological ap- 
pearances presented by weakfoot than to mislead the patient and be 
confounded on just what is being attempted in the way of therapeutic 
objective. We are all well aware that in the general practice of medicine 
or surgery the primary purpose is to improve functional capacity and 
restore better health rather than to attempt to change morphology, 
certain notable conditions excepted. The clinician need not be deterred, 
on this basis, from seeking the physiologic explanation for this approach 
to replace the fallacious one of attempting to effect a cure for something 
that never existed and has been misunderstood from the beginning. 

In the investigation of the weakfoot concept, we have shown that 
architectural structure or morphological distortion or deformity does not 
present true criteria upon which to sustain anything but the operation 
of biologic, physiologic and biomechanical laws, including, for the most 
part, Wolff's law and Davis’s law. Nor has radiology presented a case in 
defense of the concept, since radiographic interpretations are unrelated 
to the basic issue of functional ability and capacity of the human foot, 
which eludes all attempts to pin it down to human preconceptions. To 
this we may add the admonitions by Whitman and Schuster to regard 
the foot as a functional, rather than as an architectural or morphological, 
unit. All of this adds up to the age-old problem of structure (morphology) 
versus function (capacity for work). On the basis of the evidence herein 
presented, we rest our case on the latter. 
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CLINICAL PHOTOGRAPHY IN CHIROPODY 


ALLEN E. FORSYTHE, D.S.C. 
Philadelphia, Pa. 


Any verbal description of a foot condition can be aided by an accurate 
photo-reproduction, especially if color film is the medium used. There 
is much truth in the old Chinese saying, “One picture is worth a thou- 
sand words.” With color it is unnecessary to mentally convert the image 
into color as is the case with black and white reproductions. 

This article is not intended to be a complete review of the various 
methods used in the photography of foot conditions, but rather, an in- 
formative paper on the requirements necessary to record conditions in 
color, and a description of an easy method for making photographs of 
foot lesions. 

Clinical photography is an additional record to use with written re- 
ports of unusual cases. It will preserve a clear precise picture; act as an 
aid in case presentation, and as a guide in reporting case progress, espe- 
cially in the treatment of children’s or orthodigital conditions. Photo- 
graphs always improve a scientific article or lecture, particularly when 
diabetic, peripheral-vascular or surgical conditions are presented and 
they can form part of a case record, which might be very useful for 
legal purposes. Research material is also enhanced when a project is 
reported using colored pictures. Another use of photography is for 
pictures of unusual x-rays, in which the original x-rays have been en- 
larged and photographs taken of the enlargements. 

Basically several types of cameras that can be used in making clinical 
photographs are: 


1—Single lens reflex, such as Graflex or Exakta, etc. 

2—Twin lens reflex, as Argoflex, Rollieflex or Ciroflex, etc. 

3—35 mm candids as Leica, Contax, Glarus, etc. 

4—Argus C3 on a Photek Unit*. 

Chiropodical uses—color photographs can be used in the following: 

1—Podopediatrics. 

2—Orthopedic conditions. 

3—Orthodigital conditions. 

4—Surgical (before and after picture) and for recording of procedure. 

5—Diabetic and peripheral-vascular conditions. 

6—Nail and dermatological lesions. 

7—Reproductions of enlargements of x-ray plates. 

In choosing a camera, the following must be considered: 

1—Film size—35 mm film is considered standard for projection pur- 
poses and is inexpensive when compared to larger sizes, particularly 
when using color film. 

2—Removable lens—the ideal method of close-up photography is the 
use of extension tubes between camera and lens, portrait or other close-up 
lenses tend to give optical distortion, but can be used if necessary. 


3—Ease of operation—for speed in taking the picture and preparing 
the camera for the next exposure, this is essential. 


*Manufactured by Harry R. Abuhove, Philadelphia, Pa. 


44 THe JOURNAL of the NaTIONAL 





4—Adaptability of camera other than for clinical photography—such 
a camera is the Argus C3 or C2 which will lend itself to all uses. The 
lens is removable and extension tubes are used to bring the focus down 
to as close as 6” and cover as small an area as a 2” x 3” field. 

Choice of film: When a picture is to be used in chiropodical publica- 
tions, it is best to furnish the editor with one in black and white as 
it is the most practical for magazine reproduction. Pictures for all other 
uses are best made in color. Either “Ansco tungsten” color film or 
Kodachrome “type A” are used. Ansco film has the advantage in that 
it can be quickly developed and printed in your own locality. The fin- 
ished film in either case is returned, mounted in 2” x 2” color slides, 
ready for viewing or projecting. 

The use of photography in our practice is often neglected because of 
inconvenience. It is preferable to have a set-up which is handy and easy 
to operate. Such a unit is the Photek Unit*, using the Argus C3 camera. 
The camera and the unit can be ready at a moment’s notice. Less than 
two minutes is necessary to set up the unit and take the picture. It can 
be utilized for professional work and, by simply removing it from the 
unit and adding a color filter, the same film in the camera can be used 
for outdoor personal photography. If indoor snapshots are desired, a 
flash attachment is easily connected to the camera. The Photek Unit 
provides a simplified foolproof method for color clinical photography. 
The focusing and exposure setting task is completely eliminated. Sim- 
plified lighting is arranged by using two photo floods in reflectors which 
are mounted on each side of the camera on a stand, and connected to 
a tripod. Simplicity is the outstanding feature of the unit. No special 
lenses are required. The unit uses the camera lens and three different 
extension tubes. The shorter of the two tubes is used when taking full 
foot photographs at 20”, while the use of two of these tubes permits 
taking pictures at 8”. For a close distance of 6” the longer extension 
tube is attached to the camera and the lens to the tube. At this distance 
an area of 2” x 3” is covered. All extension tubes fit easily and are 
connected easily. Three focusing rods are furnished for determining 
the exact distances of 18”, 814” and 6”. In taking photographs of the 
feet, the Photek Unit is placed on a small tripod, such as the Quick-set 
Jr. The patient is seated with his feet resting on the foot rest or leg rest 
ot the chiropody chair. The unit permits one not versed in photography 
to take perfect pictures, since distances are exactly measured, lighting is 
set and shutter speed remains at 1/10th of a second. The lens opening 
at the two shorter distances is F16, and at the longer distance F8. 


Reproduction of x-rays can be made by using the fluorescent view 
box in a darkened room. If the size of the x-ray film does not completely 
cover the box, a black paper mat can be made from the wrapping of 
x-ray film. Experience will quickly provide the user with slides that 
show details enlarged with the projector. This means permits one to 
examine minute structural details of x-ray pictures, which would other- 
wise be barely visible. 

Clinical photography is made simple, quick and useful in everyday 
practice by the use of color film, and a unit such as the Photek. 


5237 Chestnut St. 
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P-27 


the complete preparation. 


prevention of tinea pedis 


It is now generally recognized that many cases of tinea 
pedis are not fungal infections at all but are due pri- 
marily to bacteria. In many other cases, secondary 
bacterial infection is superimposed. NP-27 is more 
dependably effective because it is also bactericidal. 


Moreover it is sporicidal. That is important because 
the disease easily recurs unless fungal spores are killed. 


And NP-27 is fungicidal, not merely fungistatic. 


Yet it is virtually nonirritating—even to delicate skin. 


® 
ED THE NORWICH PHARMACAL COMPANY + NORWICH, N. Y. : 


AMOLIN® POWDER—Helps prevent 
bromidrosis, stickiness, discomfort. 
Cools and soothes tired, itching, burn- 
ing feet. Will not cake in stockings or 
shoes. Fungistatic. 
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PRESIDENT'S MESSAGE 


Cutropopy continues to expand and the value of our professional serv- 
ices is becoming increasingly better known. When the N.A.C., in earlier 
days, was struggling to obtain both growth and recognition, we lacked 
many of the essentials required of a national organization. Reading 
some of the old records gives one the impression that we were not as 
thorough about organization as we might have been. Our rather loose 
initial organization of the affiliated state societies in relationship to the 
N.A.C. brought about many problems which have gradually been re- 
solved to the satisfaction of both the state units and the national organi- 
zation. Obviously, the process of finding solutions for our problems must 
continue as long as we exist as a professional association. 

As I take the highest office which can be conferred upon one in the 
National Association of Chiropodists, 1 am firmly convinced of the need 
for a strong active national organization in our profession. To create 
the strongest possible N.A.C., we must recognize the necessity of inte- 
grating minority opinions with those of the majority in establishing 
sound national policies. Our national policies must be determined with 
intelligence and impartiality, and in such a manner as to enlist the 
support of all members of our profession. Only in this way can chiropody 
assume its proper place in the health program of our nation. 

As your president, I am thoroughly sold on cooperative organization 
as the most economical and effective method of dealing with the many 
problems which cannot be solved by our state affiliates or our individual 
members acting alone. As the number of individual units in our Asso- 
ciation increases, it becomes more and more imperative that we build 
a representative organization. Such an organization is the goal toward 
which we are striving—an organization which can speak authoritatively 
for the profession because it has the moral and financial backing of a 
preponderant majority of the best thinking minds in chiropody. 
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DR. STEWART E. REED 
President, 1953-1954 
National Association of Chiropodists 


This, then, brings us to one of our most, if not the most important 
problem which faces us at the present time. This is the question of 
“membership.” This is a direct challenge to every member and every 
state society to accept primary responsibility for our membership pro- 
grams. Each member of the N.A.C. must work unceasingly to indicate 
to non-members his loyalty and support to the state and national or- 
ganizations. Membership in the N.A.C. should neither be sold nor main- 
tained on the basis that immediate amazing benefits will be forthcoming 
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without any individual effort. Rather chiropodists should be imbued 
with the idea that our collective future will be brighter if we all join 
together and, through pooling our resources, make possible a worthwhile 
program that will be of genuine benefit to the public and our profession. 
A successful organization program is not self-starting. It can come about 
only through the sustained enthusiasm of a united membership which 
expresses itself, first, by joining the official organization, and then helps 
to make the program adopted function effectively. 

Our professional organizations do not offer magical benefits or insur- 
ance against manifold problems encountered in the respective states 
and by the chiropodist in practice. It is illogical to expect worthwhile 
results from our association unless you support its programs by con- 
tributing financially and by giving freely of your personal time, thought 
and counsel to the work in hand. The best program ever developed in 
Chiropody will be.unavailing if the enthusiastic support of the member- 
ship is not behind the plan. Remember, too, that it is unrealistic to 
participate in the better conditions brought about by our organizations 
without doing your share of the work required to attain such improve- 
ments. In other words, you should not want a free ride at the other 
fellow’s expense. 

In the perilous and uncertain period which may lie ahead for our 
country and our profession, it behooves all practitioners to band them- 
selves together with the strongest possible ties for mutual counsel and 
support. This is the way to achieve a truly worthwhile organization, 
and the friendships acquired in the course of cooperative association 
work are incidentally worthwhile and helpful. 

As I end this first official message, I assure you that I shall do all in 
my power to help build a stronger N.A.C. and a better profession. To 
do this, I will, however, need the help and cooperation of my fellow 
members in working toward our common objectives. I wish to extend 
my thanks to the membership at large for having conferred upon me 
the presidency of the N.A.C. and I earnestly trust that I will be able to 
measure up to the responsibilities which the office entails. 

Dr Stewart E. Reed, 
President. 





CHIROPODISTS AND CIVIL DEFENSE 


IN the event of a national disaster, chiropodists, along with other members 
of the health services, will be expected to assume duties outside of their 
professional fields and cooperate with physicians in the care of all kinds 
of body injuries. They should be prepared to meet these responsibilities 
and they should take an active part in the civil defense program which 
has been created throughout the nation. Learning methods of casualty 
care and what can be done to relieve suffering and save lives is as much 
the obligation of a chiropodist as it is of the dentist, nurse, pharmacist, 
or other health workers. 

The type of training required is described in a booklet entitled “The 
Role of Dentistry in Civil Defense and Courses in Training for Dentists 
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in the Medical Aspect of Atomic Warfare.” This is a brochure issued 
by the Federal Civil Defense Administration and can be obtained for 
25c from the Superintendent of Documents, Washington 25, D. C. 


The basis of this special training is the Red Cross First-Aid Training 
Course. To many chiropodists, first-aid training is unattractive because it 
suggests courses given to Boy Scouts and housewives, far below the pro- 
fessional level. A few chiropodists who have enrolled in the classes 
have been bored by the elementary instruction given, and they have 
pointed out that physicians are not expected to take such courses. 


| Red Cross first-aid training has much specific information on emer- 
gency casualty care to offer and every chiropodist should have it, and, 
many physicians need it equally as much. How many chiropodists know 
how to control massive hemorrhage under emergency field conditions? 
How many know what to do for extensive burns? How many know how 
to transport persons with back injuries to a hospital without doing the 
patient additional harm? How many can perform the Holger-Nielsen 
method of resuscitation? How many know what to do for radiation 
injuries? These emergency relief measures are taught in the Red Cross 
course. 


Some practitioners have indicated that the course is longer than is 
required by chiropodists, dentists, nurses, pharmacists and others. It is 
true that the material given in the standard 22-hour course could be 
offered in a much shorter period if the lecture method were employed. 
But such instruction would have little meaning unless the participants 
actually perform the technics outlined. One must have actual experience 
in resuscitation, in finding circulatory pressure points, in applying band- 
ages and splints, and in the transportation of seriously injured people. 


When the course is concluded, a certificate or card indicating that the 
holder is qualified as a first-aid worker is issued. Later, in first-aid sta- 
tions, chiropodists could cooperate with, and assist physicians. They 
can be assigned and authorized to perform remedial measures for all 
types of bodily injury as a part of civil defense rescue services. For this 
they must know more about the care of severe burns, blood transfusions 
and other casualty services. For this they require the additional training 
outlined by the Federal Civil Defense Administration, but the first step 
is—first-aid. 


Our state societies and local divisions should arrange to enroll their 
members as groups in the first-aid courses sponsored by the American 
National Red Cross. All that they need do is apply to the local Red 
Cross headquarters for such instruction and qualified professional instruc- 
tors will be provided and classes for chiropodists organized. The basic 
course will require about two evenings a week for a month, or one eve- 
ning a week for two months. Those who take them are well prepared 
to give efficient first-aid relief in any peace or wartime disaster. 


A short additional instructor training course will qualify chiropodists 
as teachers of first-aid and they may conduct Red Cross training classes 
for both professional and non-professional groups. In answer to the ques- 
tion, how can chiropodists participate in the civil defense program, this 
is the reply. 
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BACK-PRESSURE ARM-LIFT ARTIFICIAL RESPIRATION 


HEINZ SPECHT, PH.D.* 
Washington, D. C. 


On December 6, 1951, the Department of Defense announced the adop- 
tion of an improved method of manual artificial respiration. The new 
method, a back-pressure arm-lift method originally described by Holger- 
Nielsen, has been adopted by other organizations, including the Ameri- 
can National Red Cross; the American Telephone and Telegraph Co.; 
United States Bureau of Mines; Boy Scouts of America; Camp Fire Girls, 
Inc.; Council on Physical Medicine and Rehabilitation, American Med- 
ical Association; Federal Civil Defense Administration; Girl Scouts of 
the U. S. A., Inc.; and Public Health Service, FSA. 





Opinions regarding the “best” method of manual resuscitation have 
never been unanimous. Until 1927, when the Public Health Service 
Conference on Artificial Respiration was held, a variety of methods were 
used. As a result of that meeting, a number of groups (1) representing 
the major interests in this country agreed that the prone-pressure method 
be adopted as the standard to be taught throughout the country. 

Sporadic interest in the basic principle of resuscitation continued in 
the laboratories, but their findings rarely reached the groups teaching 
resuscitation methods. The general feeling that manual resuscitation 
was only partially successful stimulated efforts to develop mechanical 
aids. Some authorities still consider that the manual method is only a 
temporary measure to be used until mechanical means can be applied, 
whereas it is evident from the recent research that proper manual meth- 
ods are fully adequate. 

Analyses of the effectiveness of manual methods on the basis of field 
experience have not been reliable, for obvious reasons, and the most 
optimistic reports indicate that not more than 75 per cent of the efforts 
at manual resuscitation were successful. It is apparent that an accurate 
estimate of the ratio of successful to unsuccessful resuscitation attempts 
cannot be made. Unsuccessful cases are not likely to be reported, and 
reports of successful attempts include persons who would have revived 
without application of artificial respiration. 

It was the realization of this genera! feeling, at least among the medi- 
cally and scientifically trained portion of the population, that led the 
Red Cross in 1946 to support specific investigations On the effectiveness 
of various methods of manual artificial respiration. In 1948, a confer- 
ence on this subject, called by the American National Red Cross with 
a subcommittee of the Committee on Physical Medicine of the American 
Medical Association, increased the impetus to apply modern methods of 
quantitative research to the problem. In 1949, the medical laboratories 
of the Army Chemical Center took up the question in connection with 
chemical warfare. 


*Dr. Specht is a psychologist who has done a great deal of work in the field of res- 
piratory physiology. He is with the National Institute of Arthritis and Metabolic 
Diseases, National Institutes of Health, Public Health Service, Bethesda, Md. 
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The import of these discussions, especially as they bore on civil defense 
activities, brought the whole matter to a critical point. Rapid progress 
was made when, in 1950-51, the several military departments supported 
four decisive investigations in response to the need for conclusive data 
to support the most effective method for inclusion in the pending re- 
visions of the military first-aid manuals. On October 1-2, 1951, the Na- 
tional Research Council’s ad hoc committee on artificial respiration 
recommended that the Holger-Nielsen method be adopted as the stand- 
ard method of manual artificial respiration. This recommendation was 
based on a series of investigations (2-7) which should be understood by 
all public health workers. Although many national organizations teach 
resuscitation, and it is the direct function of the American National Red 
Cross to teach the newly selected standard method for the civil defense 
program, the dissemination of the reasons for the change from the Schafer 
prone-pressure method should be undertaken by every person in a posi- 
tion to use, teach, or recommend resuscitation procedures. 

The several investigations (2-7) form the most significant assay of 
manual artificial respiration that has been attempted. 


Resuscitation Methods 


Actually, many variations of several basic methods were applied, but 
in general it was found useful to categorize the methods functionally as 
to what is done to the subject and to observe the most effective technique 
for each of a selected group. These are briefly defined as follows: 

Prone Pressure (Schafer). Subjct on belly, head on hands, mouth to 
side, bimanual pressure applied to lumbar back. 

Supine Chest-Pressure Arm-Lift (Silvester) . Subject on back, mouth up 
or to side, operator folds forearms over chest applying pressure, unfolds 
arms and extends them over subject’s head, either partly or completely 
horizontal. 

Prone Back-Pressure Arm-Lift (Holger-Nielsen). Subject on belly, head 
on hands, mouth to side, operator applies bimanual pressure below 
shoulder blades, then lifts arms at elbows to expand rib cage and par- 
tially lift chest. 

Prone Hip-Lift (Thompson, Emerson-Ivy). Subject on belly, head on 
hands, mouth to side, operator raises hips 4 to 6 inches. (May be com- 
bined with back pressure.) 

Prone Hip-Roll (Emerson-Ivy). Subject on belly, head on hands, mouth 
to side, operator raises one hip 4 to 6 inches. (May be combined with 
back pressure.) 

The principal difference between the prone-pressure method and the 
others listed is that the latter include an active inspiratory maneuver 
either by manipulation of the arms or by raising the hips. This action 
affords not only greater tidal exchange but also, perhaps, a larger surface 
for gaseous exchange. 

One of the more important advances in methods of study of manual 
artificial respiration lies in the use of curarized and anesthetized volun- 
teers (2) whose flaccid condition simulates the deep asphyxial condition 
of the more serious apneic cases. In addition to this, large numbers of 
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acapnic apneic volunteers, some traumatic apneics, and large numbers 
of fresh cadavers were also subjected to the various artificial respiration 
methods. The various approaches gave essentially similar results (2-7) 
which will be briefly paraphrased here. 


Results of Studies 


The studies on air-flow patterns and pulmonary ventilation (2) show 
that the two-phase methods as a group are about twice as effective as the 
prone-pressure method. Pneumotachographic analysis shows that a rate 
of 10-12 complete cycles per minute in these cases permits completion of 
each cycle. 

Pulmonary ventilation studies on nonapneic subjects (3) gave results 
similar to those on apneic subjects, indicating an equivalence of the 
various two-phase methods and a twofold superiority over the prone- 
pressure method. 

Studies on the mechanics of breathing during artificial respiration by 
the various methods (6) showed that the two-phase techniques were 
superior to the prone-pressure method in clinical traumatic apneics and 
that air-flow measurements indicated a better utilization of the respira- 
tory cycle for ventilation in the two-phase techniques than in the prone- 
pressure method. A similar experience regarding the efficacy of the vari- 
ous methods (7) was reported from another group of clinical apneics in 
which higher rates of respiration were found to be more effective. 

Circulatory studies (2) showed that the prone-pressure method could 
not maintain adequate blood oxygen levels in three of nine cases and 
that it gave the lowest blood oxygen levels of any method used. All 
the two-phase methods gave adequate blood oxygen values, although none 
produced normal saturations. Hyperventilation was not found to be 
deleterious in these subjects. 

The energy expended by the operator in carrying out the various 
maneuvers was assessed in terms of oxygen consumed per unit time (2,4). 
It was apparent that the prone-pressure maneuver was least taxing, the 
hip-lift method most taxing, and the others intermediate. 

The “teachability” of the previously non-standard methods (5) was 
assessed on a large group of operations (667 male and 214 female). Both 
objective and subjective reports indicated that a 10-minute instruction 
period was sufficient to adequately teach the various back-pressure hip- 
lift maneuvers. The back-pressure arm-lift method was found to be 
more readily learned than the hip-lift maneuvers. The principal difh- 
culty leading to variation in learning and execution lies in the difference 
in size between the operator and the subject. 

Together with the background of earlier work these data indicate that 
the prone-pressure method (a) produces the least pulmonary air ex- 
change of the major methods that have been proposed; (b) that in some 
individuals the air exchange is no greater than the volume of air in the 
respiratory passages; and (c) that it is less effective in flaccid individuals, 
that is, as occurs in deep asphyxia. 

Although nearly all methods in the hands of unskilled or unthinking 
operators may produce trauma, especially where damage exists, there 
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Back-Pressure Arm-Lift Artificial Respiration 
Correct positions for the back-pressure arm-lift method of artificial 
respiration are illustrated below. In this method the person is placed 
prone with the elbows bent and with one hand upon the other. The 
forehead is placed on the hand with the face turned slightly to one side. 
The operator kneels on one knee at the head of the victim. 





1. To start the cycle the operator 2. He then rocks forward slowly, 
places his hands on the victim's back keeping the elbows straight, until his 
so that the thumbs just touch and the arms are approximately vertical, ex- 
heels of the hands are just below a_ erting steady pressure upon the back. 
line between the armpits. 





3. Then he rocks backward, slowly 4. Continuing to rock backward he 
sliding his hands to the victim's arms __ raised the arms to lift the chest weight 
just pel the elbows. from the floor and expand the chest. 
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are no such reports from countries where the back-pressure arm-lift 
method is practiced generally. On the other hand, the prone-pressure 
method has been reported to have caused occasional trauma principally 
in the hands of large operators on slight or immature victims. Obviously, 
discretion must be used when traumatic accident cases are handled. For 
this reason alternative methods should be available. From the several 
two-phase methods, such a choice can readily be made without serious 
loss of ventilating efficiency. 

It is apparent that the back-pressure arm-lift (Holger-Nielsen) maneu- 
ver is the choice for a standard manual artificial respiration method, on 
the basis of efficiency, ease of teaching, and feasibility. 
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MEDICAL DISCOVERIES 


Ir I were asked what single factor had contributed most to medical 
discovery, I should reply “chance.” But I should hasten to qualify this 
by saying that the gifts which the Fairy Godmother brings only come 
to those who are industrious in using them and whose minds are ready 
to receive them. . . . This association of chance with an ability to rec- 
ognize the gift, if and when it comes, has impressed all who have been 
interested in the history of discovery and has, perhaps, been put into 
words in the celebrated saying of Pasteur, that “In the field of observa- 
tion chance favours only the prepared mind.” And I would go yet further 
and add that the boundaries of any discovery are set by the limits of 
the technical resources of the time. ‘Technical methods are the necessary 
handmaidens of the research worker, but in saying this I would state 
immediately that elaborate technical methods are most certainly not 
necessary to the discovery of new facts, any more than they are necessary 
to the evolution of new ideas; indeed, they may by their very elabora- 
tion become a bar to progress. By all means let us employ instruments 
of precision if we have them, but let us not throw up our hands in de- 
spair if they are out of our reach. “The machine,” said Chesterton’s 
Father Brown, “cannot lie. Neither can it tell the whole truth.” 


The Postgraduate Med. Jour., Feb. 1953. 
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DYNAMIC TENSION TECHNIQUE FOR INVERTED 


NAIL CORRECTION 
JEROME BRAND, D.S.C. 


New Haven, Conn. 


Tue problem of the inverted nail has long presented many difficulties 
in the practice of chiropody. The two most generally accepted methods 
of treatment have been the radical surgical removal of the lateral border 
of the nail and its associated nail fold, or the palliative removal of 
the inverted portion of the nail, with subsequent packing of the nail 
groove. Even though radical surgery for this condition has been success- 
ful in a large percentage of cases, there persists an obvious reluctance 
on the part of both patient and practitioner to resort to this drastic 
type of treatment for this condition. On the other hand, the palliative 
procedure has resulted in the narrowing of the free end of the nail plate, 
and the formation of new and heavier callous growth in the nail groove 
as the nail grew outward and pressed against the groove. 

Following a demonstration of nail wiring technique by Dr. Harvey 
Atkinson, who originated its theory, the procedure was tried on several 
patients and found to be promising, but with some limitations. The 
results were not uniformly encouraging, and the course of treatment 
seemed to be somewhat long. I felt this may have been due to faulty 
technique on my part in the way of the packing Dr. Atkinson recom- 
mended or that the tension I placed upon the wire was not right. How- 
ever, the results obtained convinced me that the theory of nail wiring 
was one that held a good deal of merit. At this time I felt if a simpler, 
more foolproof technique could be developed, the problem of the in- 
verted nail and its associated callused nail groove could be eliminated. 

My first impression was to use a continuous, dynamic form of tension 
on the nail, instead of a static measure as had been suggested. My own 
experience with the static type method had shown a definite loosening 
of the wires, which had tightly and securely been applied, after only a 
few days or a week of wearing. Whether this was due to the stretching 
of the wire, loosening of the attachments of the wire, or perhaps to some 
slight correction of the nail, I was not sure. The fact that the wires 
were loose after a comparatively short time of wearing led me to believe 
that a continuous form of tension applied to the nail would be more 
satisfactory. 

The question of what to use, and how to apply it, seemed to be the 
first obstacle to overcome. A quantity Of timy»brass springs of various 
tension strengths were obtained. These were fastened to the nail, but 
had a tendency to ride off the front end of the nail plate, and were dis- 
carded as not practical. A curved steel spring was tried next, but this 
too had its drawbacks. Equally unsuccessful were flat coil springs. Finally, 
a small rubber band was used and this seemed to solve the problem 
except that the tension was not variable. 

At a professional supply house, a quantity of rubber pipette tubing 
was purchased in various thicknesses and diameters, and small pieces were 
cut from the end making tiny elastic bands that did the job excellently. 
The thickness of the piece of tubing that was cut controlled the amount 
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of tension that was available to be applied to the nail. The wider the 
band the more strength and pull was utilized. The tubing that I now 
use is No. 3981 Davol Amber Latex, 5/32” x 3/64”, and I find it just 
about right. 

Using a round head number 2 or 3 dental burr, a small hole is drilled 
into the lateral and medial borders of the affected nail, as far posterior as 
possible, but staying in that area that is unattached. The drill is kept 
running all the time the burr is in the nail, both on drilling through 
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and on withdrawing. The direction of the drilling should be started from 
the under side of the nail and up and out through the top of the nail 
plate. The location of the holes is shown in Fig. 1. A four-inch piece 
of No. 26 gauge silver wire is inserted into each of the holes starting at 
the top of the nail and emerging anteriorly at the free end of the nail as 
shown in Fig. 2. This end is now brought back along the lateral side 
of the groove and locked in a position, posterior to the wire extending 
into the hole, as shown in Fig. 3. This same procedure is followed on 
both sides of the nail plate. 

A piece of the pipette tubing is now cut about one-eighth inch wide. 
This forms a small circular rubber band. The band is placed over the 
posterior wire, and brought down close to the nail. The two ends of 
the wires are now twisted together about ten turns, the excess clipped 
off and locked as shown in Fig. 4. The twisted wire should be left about 
three-eighths of an inch long or else the wires will become undone due to 
the tension upon them. The posterior wire on the other side of the nail 
is now brought across the nail and slipped through the rubber band. It is 
then firmly pulled back, stretching the rubber band completely across the 
nail plate, where it exerts a strong upward tension on the lateral edges 
of the nail. The two ends of the wire at this side of the nail are also 
twisted together as shown in Fig. 5. The excess wire is clipped off and 
the long twisted ends are tucked under and hidden under the rubber 
band as shown in Fig. 6. 

A strong, short-jawed hemostat is now placed into the lateral grooves 
and the edge of the nail is firmly grasped. A rotating and lifting twist is 
carefully applied to the patient’s tolerance and released. This raises the 
edges of the nail and allows the rubber band to contract slightly. The 
nail will now be found to remain slightly elevated in both corners. An 
antiseptic is now applied to both nail grooves and the entire device is 
covered with a band-aid. No packing of the lateral grooves appears to 
be necessary, as the nail is elevated and the corners of the nail are prac- 
tically free at this time. The patient is instructed to return in three 
weeks. 

When the patient returns, the wires are examined and if they appear 
to be in good condition, not slipping, or untwisted, the groove is 
debrided with a probe, and all debris and callous removed. The corners 
are again raised with a hemostat and the band-aid reapplied. As the 
nail grows it may become necessary to repeat the whole procedure further 
back on the nail plate another time, before correction is finally obtained. 

This technique of nail correction has now been used on 32 patients, 
both male and female, whose ages range from 30 to 66. Most of the 
nail plates had a slightly heavier than normal texture. The results have 
been uniformly excellent with the exception of one case where the nail 
plate was rather thin and the wire broke through the plate and came 
out. All the other patients obtained an immediate cessation of symptoms 
at the corners of the nail and felt no discomfort in the wearing of this 
device, even in the dressier type of footgear. The average length of time 
that the wires were applied ranged from 4 to 6 months. The patients 
were seen every three weeks for three visits and were then seen every 
four weeks for the duration of the treatment. 


152 Temple St. 
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STATE BOARD STATISTICS 
L. A. HANSEN, D.S.C.* 
Kansas City, Mo. 


FOLLOWING communication with the deans of all accredited chiropody 
colleges, we inquired regarding what questions their senior students asked 
about state board examinations. From the replies forwarded by the 
deans, we made up a questionnaire and sent it to all boards. Forty-four 
of the boards replied. Some of the information and statistics from these 
returned questionnaires is presented here: 

1—Subjects: Gave examinations in 44 subjects. 

2—Practical examination: Given by 18 boards (10 required examinee 
to bring gown and instruments). 

3—Time limits: For making application for the examination varied 
from one day to six months (most boards gave from fifteen to thirty 
days). 

!—Lowest passing grade: In any one subject as follows— (8) require 
50%; (1)—55%; (9) 60%; (1)-65%; (8)—70%; (16) —75%. 

Average passing grade needed: 

3 require 70%; 39 require 75%; 2 require 80%. 

5—Failures: In one subject 30 boards require entire new examination; 
4 boards did not require complete examination if failure was in one 
subject; one board requires reexamination only in the subjects failed 
up to the fourth examination. 

6—Frequency of examinations: 19 boards, once per year; 23, twice; 
1, three times; 1, four times. 

7—Examination fees: 1, no charge; 3 charge $10.00; 2, $15.00; 3, $20.00; 
22, $25.00; 1, $28.00; 1, $30.00; 5, $35.00; 1, $40.00; 4, $50.00. 

8—Renewal fees: (5) no charge; (5) $1.00; (7) $2.00; (1) $2.50; (5) 
$3.00; (12) $5.00; (4) $10.00; (1) $13.00; (1) $15.00; (1) $20.00. 

9—Reexamination fees: (2) $2.00; (2) $5.00; (9) $10.00; (3) $15.00; 
(1) $17.50; (1) $20.00; (9) $25.00; (2) $35.00. 

10—Reciprocity: 26 boards offered; 18 did not. Fee varies as follows: 
(3) $25.00; (1) $40.00; (13) $50.00; (1) $60.00; (1) $75.00; (6) $100.00. 
Some boards did not indicate the period of practice required for reci- 
procity eligibility. Those which did, reported as follows: 3 required 
one year; 5 two years; 2 three years; 6 five years. 

11—Registry of license: 31 boards require it: 25 with county; 2 with 
city; 3 with state. The fee varies from twenty-five cents to one dollar. 

12—Locations for practice: Based on towns with 8,000 population: 
8 states reported they had none; 19 stated there were from 3 to 125 such 
towns; 17 indicated they did not have this information. 

A detailed copy of the information provided in the questionnaires by 
the state boards was sent to 318 senior students, to all secretaries of 
boards, and to N.A.C. officers. To my knowledge, this is the first time 
a project of this kind, intended to aid senior students, has been accom- 
plished. I trust they will appreciate it and become members of the 
National Association of Chiropodists shortly following their graduation. 


*Chairman, N.A.C. Committee on State Boards. 
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CHIROPODOLOGIA 


In 1768, Dr. D. Low specialized in the care of the feet and practiced 
on Davies Street, W., London, England. He designated himself a “chi- 
ropodist” and in 1774 published a book entitled “Chiropodologia, a 
Scientific Enquiry, into the cause of Corns, Warts, etc.” This volume 
is being reprinted in serial form because of its historical interest to 
members of the profession. 


CHAPTER Vill 
Of the Treatment of Warts 


We know of two general methods by which Warts may be cured; namely, 
extirpation, and the application of external remedies. Turner, however, 
recommends for this purpose three remedies; and these are the cautery, 
whether actual or potential, incision, and ligature. 

These different expedients are to be adopted according to the species 
of the Wart; but it 1s always necessary to examine previously, whether 
or not the excrescence be accompanied with a malignant quality which 
may render it cancerous. In this case, the diagnostic sign is a continual 
pricking, accompanied with an unusual sense of pain in the part affected. 
We must also pay a particular attention to the spot on which the ex- 
crescence is situated, in order to enable us to determine the proper 
remedy, or treatment, which should be adopted; for otherwise the patient 
might probably be exposed to accidents similar to those which I noticed 
in the last chapter upon Corns. 

The round, and the pendant Warts being nearly similar, the same 
treatment is proper for both, when their situation is favourable for it; 
that is, when they are not placed upon the joints of phalanges. In such 
cases, we may employ the method of ligature, and effect an extirpation 
of the Wart without incurring the danger of a defluxion. For this pur- 
pose, let the root of it be tied round with a bit of horse hair, or waxed 
thread, and compressed to what degree the patient can bear. By these 
means the juices are intercepted in their communication with the part; 
and the Wart, with ease desiccated, falls off insensibly. In order to get 
rid of it more expeditiously, I have often seen the part rubbed with 
arsenick, or sublimate; but this is a practice highly dangerous. When the 
Wart has begun to disappear, however, it may not be improper to apply 
to the root an escharotic, or even a common needle, made red-hot; nor 
can any mischief flow from the application of a spider’s web, according 
to the method which in the preceding chapter I described the gentleman 
to have used with success for his Corns. 

Under like circumstances, Warts of either of these species may, with 
equal certainty, be conquered by incision. This operation is performed 
by cutting them till they are reduced to a level with the skin. It is an 
operation, however, which renders the use of a cautery necessary, in 
order to dry up the root of the Wart effectually; whereas the operation 
of ligature is, of itself, generally sufficient to carry it off entirely. 

The Warts in question may also be destroyed in the same manner as 
Corns, by slightly opening them around with a proper incision-knife. But 
this is an operation which should never be performed but by a person 
of knowledge and experience, unless the patient be willing to expose 
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himself to every risk which can flow from the want of those qualifications, 
so essential to a real Chiropodist. 

The flat Warts, namely, the verrucae formicariae, or, as they are 
likewise styled by the Ancients, myrmecia, are still more difficult to be 
removed; and for this reason, that, beside being less prominent than 
the others, they are more deeply, and more firmly rooted. 

Many authors have delivered it as their opinion, that Warts in general 
should be cauterised; and for this purpose we find the most violent of 
escharotics prescribed, such as Sulphur, the Lapis Infernalis, and Sub- 
limate. For complaints so trifling, however, let patients beware of having 
recourse to applications so dangerous. 


(To be continued) 





1954 N.A.C. AWARDS FOR RESEARCH 
IN CHIROPODY 


Sponsored by the 
Journal of the National Association of Chiropodists 
and The NAC Agency, Inc. 


Eleventh Successive Year 
First Award — $400.00 


Second Award — $250.00 Fourth Award — $50.00 
Third Award — $100.00 Fifth Award — $50.00 


Members who desire to submit papers should make 
application on a form which can be obtained from the 
Executive Secretary. The rules for the 1954 awards are 
published in the July, 1953, issue of the Journal of the 
N.A.C. 


Research papers on any subject in the field of Chi- 
ropody may be offered. The final date on which papers 
will be accepted is April 15, 1954. 
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BENJAMIN FRANKLIN, HYGIENIST 


BENJAMIN FRANKLIN was one of the earliest hygienists. He discussed 
exercise as a means of preserving health and sought the best kinds to use. 
He explored, too, the influences of swimming, cold baths, and fresh air 
on health. The modern treatment of tuberculosis is based in part on 
the open-air mode of life which he long had advocated. “Colds’’ were a 
favorite topic, and Franklin’s writings on the subject are his nearest 
approach to medical articles. He believed a person caught cold if he 
were in a close, unventilated room with other people who already were 
affected. He thought damp clothes might cause colds, but that clothes 
wet with sea water would not, because “no clothes could be wet as water 
itself, and one did not catch cold while bathing and swimming.” Frank- 
lin gathered notes for an article on colds which, if the questions he posed 
were an indication, would have been the most comprehensive of its day. 
Unfortunately, he did not live to write it. In many letters to his friends, 
he discussed diet and its effect on health and disease. For example: “In 
general, mankind, since the improvement of cooking, eat about twice 
as much as nature requires. Suppers are not bad, if we have not dined, 
but restless nights naturally follow hearty suppers after full dinners. 
Indeed, as there is a difference in constitutions, some rest well after these 
meals; it costs them only a frightful dream and a apoplexy after which 
they sleep till doomsday. Nothing is more common in the newspapers 
than instances of people, who after eating a hearty supper are found 
dead abed in the morning.” 

Franklin liked to tell the story about the dinner party he attended 
at which a fat, jolly man complained of a fever for which the doctors 
had done nothing over a three-year period. “On which I asked him,” 
Franklin wrote, “If it were not now time to inquire whether he had 
any fever at all. He is indeed the only instance I ever knew of a man’s 
growing fat upon a fever.” Franklin wrote also on the heat of the blood 
and the causes for it. His library, one of the best in the colonies, had a 
glass machine that demonstrated the motion of the blood through the 
arteries, veins, and capillaries. Other subjects that stimulated his inter- 
est were absorbent vessels, perspiratory ducts of skin, sleep, deafness, 
nyctalopia, cancer, and yellow fever. Franklin’s letters on lead poisoning 
are classics in medical literature. One, to his friend, Dr. Cadwallader 
Evans, said: “. . . you mention the lead in the worms of stills as a prob- 
able cause of the dry bellyache among punch-drinkers in our West Indies 
.. . general mischief is done by the use of leaden worms, when rum distill- 
ing was first practiced in New England, which occasioned a severe law 
there against them. . . . I have long been of the opinion that the distemper 
proceeds always from a metallic cause only; observing that it affects, 
among tradesmen, those that use lead, however different their trades—as 
glaziers, letter-founders, plumbers, painters . . . and, although the worms 
of stills ought to be of pure tin, they are often made of pewter, which has 
a great mixture in it of lead. . .” 


From “Benjamin Franklin’s Contributions to Pharmacy and Medicine,” 
by Walter Frankel, M.D., in The Merck Report, Oct., 1952. 
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CHILD LIFE Arch Fea- 
ture shoes incorporate 
special features of 
proved value. They help Thomas Heel Arch Extensior 
young feet which need 
additional support to 
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maAnkie Embracer Heel Fit 






Quarter Overlap 
No nipped bockseom 


You are welcome to write for our 
catalog and descriptive literature. 
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PUBLIC HEALTH PROGRAMS 


I succest that to a very marked extent public health work is being 
reoriented by forces quite outside itself; that society is exerting ever- 
increasing pressure for new and expanding activities that relate to the 
public health: pressures for expansion and formalizations in mental 
hygiene, hospitalization, medical care, the hygiene of housing, research. 
Some of these undertakings require sound organization, wise adminis- 
tration, and proper coordination with already existing health work and 
with each other. In all of them it is imperative that those who participate 
possess high professional qualifications. —The demand that these things 
be incorporated in public health programs is very strong, and if the 
public health agencies are unwilling to accept their proper share of re- 
sponsibilities in these areas, then other agencies, possibly ill-suited, will 
attempt to meet the need. I suggest that neither a nostalgia for the 
simpler days of public health work nor a disapproval of some of the 
implications in a changing social order is sufficient ground for refusing 
to meet this responsibility. In the public interest, a decision as to what 
part we play should be based upon reason and a sense of reality rather 
than upon an emotional reaction. 


Am. J]. Pub. Health, December 1947. 





THE GIFT OF TONGUES 


Tue Roman grammarian, Varro, pointed out in a learned treatise that 
he had discovered 228 distinct meanings for the word “good.” His basic 
point was the same as Aldous Huxley’s: ““There ought to be some way 
of dry-cleaning and disinfecting words. Love, purity, goodness, spirit— 
a pile of dirty linen waiting for the laundress.” We are always bringing 
together by words things that are different, and separating verbally things 
that are, in fact, the same. A Christian Scientist refused to take vitamin 
tablets on the ground that they were “medicine”; he willingly accepted 
them when it was explained that they were “food.” An insurance com- 
pany discovered that behavior toward “gasoline drums” was ordinarily 
circumspect, that drums are the more dangerous because they contain 
explosive vapor. The semantic problem is almost insoluble because, as 
John Locke said, “So difficult is it to show the various meanings and im- 
perfections of words when we have nothing else but words to do it by.” 
This is one of the reasons that a cross-cultural approach is imperative. 
Anyone who has struggled with translation is made to realize that there 
is more to a language than its dictionary. The Italian proverb, “tra- 
duttore, tradittore” (the translator is a betrayer) is all too correct. I 
asked a Japanese with a fair knowledge of English to translate back from 
the Japanese that phrase in the new Japanese constitution that repre- 
sents our “life, liberty, and the pursuit of happiness.” He rendered, 
“license to commit lustful pleasure.” English to Russian and Russian 
back to English transmuted a cablegram “Genevieve suspended for 
prank” into “Genevieve hanged for juvenile delinquency.” 


From “Mirror for Man,” by Clyde Kluckhohn, Whittlesey House, New 
York, 1949. 
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Their outstanding, skilled craftsmanship in the appliances of old-fashion and modern 
hand-made foot appliances for any kind of deformity as well as ordinary inlays, 
Celastic, and arches of cork, rubber and sole leather with blue tempered steel springs, 
and Stainless Steel Plates. 

The priceless knowledge and experience which we learned and inherited from our 
fathers enable us to be very proud of our scores of years in orthopaedic work. 
Every appliance constructed in our laboratory is hand made. We DO NOT HAVE 
ANY STOCK APPLIANCES OF ANY KIND. 

It is our proud privilege to serve you and the profession, in your every need and we 
look forward to hearing from you in the near future. 


ya 


LEVY & RAPPEL, ING. iiinpittic” ipptiances 


384 COLUMBUS AVENUE NEW YORK 24, N. Y. 








Doctor: Have you tried SALISACOM 


to disintegrate verruca at its very base 
without leaving scar tissue? 
SALISACOM aids in devitalizing the papillary struc- 


tures which then readily disintegrate and healthy gran- 
ulation is stimulated from beneath. 


The liquid which is sometimes exuded from the area 
may be an admixture of pus containing micro-organism, 
but involves only the tumor and is therefore to be de- 
sired. SALISACOM hastens the distintegration. 


The application is simple, painless and convenient. 


SCREAMS Complete directions with each jar. 


ST EET He | O%: Jar $1.25 8 oz. jar $7.00 
1 lb. jar $12.00 


Com?, 
Acie ineredieaee’ =F: X. SCHRAM LABORATORIES 
eettcwaa > 1043S. Grove Ave. @ Oak Park, Ill. 
ia an emollient base Order from your supply house 
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WHAT IS PREVENTION? 


PREVENTION includes measures which avert the occurrence of disease and 
those which halt or retard the progression of disease into disability or 
death. These two major goals of prevention are classed as primary and 
secondary prevention. Primary Prevention means keeping a disease from 
occurring. Many more chronic diseases and impairments are amenable 
to primary prevention than one might suppose. For example, use of 
penicillin in the treatment of expectant mothers who have syphilis results 
in primary prevention of congenital syphilis. The disease does not occur 
in the infants whose mothers receive adequate treatment during preg- 
nancy. Similarly, the wearing of protective goggles in certain jobs is a 
method of primary prevention of blindness that may result from indus- 
trial injury. Proper diet can prevent the occurrence of pellagra, a 
chronic nutritional deficiency. Secondary Prevention means halting the 
progression of a disease from its early, unrecognized stage to a more 
severe one. Many encouraging examples of secondary prevention illus- 
trate advances in medical science. One instance cited was Alfreda T., 
a patient who came to a clinic early in 1922 with diabetes mellitus of 
three years’ duration. Within two days, despite all medical efforts, she 
developed progressively severe diabetic coma and died. Before the year 
(1922) was over, the discovery of insulin as a means of controlling 
diabetes was announced. Since that dramatic discovery, “countless 
Alfreda T.’s have been spared by diligent case finding and conscientious 
care.” 

From “Prevention of Chronic Disease,” Summary of 1951 Conference on 
Chronic Diseases. 





The newest text on the subject... 


PRACTICAL FOOT ORTHOPEDICS 


FRANK J. CARLETON, D.C. 
Professor of Mechanical Orthopedics, Temple University 


The author of SHOES and FEET has in this new volume pre- 
sented his subject in the same concise and methodical manner 
as in his previous volume on Shoe Therapy. Diagnostic Pro- 
cedure, The Prevalencies of Practice, Less Prevalent Conditions, 
Appliance Application Charts, Cast Making and a complete 
section on Manipulation make this graphic volume a quick 
reference book of diagnosis and treatment. 


344 pages, 180 illustrations .. $8.50 pp. 
Send order to 


NATIONAL ASSOCIATION OF CHIROPODISTS 
3500 14th Street, N. W., Washington 10, D. C. 











‘aL | Association of CHIROPODISTS 73 










OUR CUSTOM MADE 


LATEX SHIELDS 


are NYLON REINFORCED at No Extra Charge 
; and GUARANTEED FOR ONE YEAR 
$ 


We are now using a New Improved Latex, making our shields Stronger 
and More Durable. We guarantee our Latex Shields to give satisfactory 
wear for one year. Any repairs necessary during that period will be 
made without charge. 


Sample Latex Material on Request 





Send Us Your Casts — You Must Be Satisfied 
Prompt Service — Send For Price List 


SERVICE SURGICAL SUPPLY 


25 E. Washington St. 14th Floor Chicago 2, Illinois 
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Custom Foot Appliances 


ARCHCRAFT LABORATORIES 
1807 ARCH STREET PHILA. 3, Pa. 


* BI-PLANE BALANCED INLAYS 
* RUBBER LATEX MOULDS 
* CUSTOM LEATHER APPLIANCES 
* CUSTOM CELASTIC APPLIANCES 


Write to-day for our literature 
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N.A.C. PARTICIPATES IN AIRPORT DEDICATION 





Dr. P. W. PATTERSON, representing the National Association of Chi- 
ropodists, laying a wreath at the base of the Monument and Dedication 
Plaque at ceremony on July 5, 1953, dedicating the Coles County, Illinois 
Memorial Airport, to all men and women of the United States Armed 
Forces who served in the Armed Forces, during the Korean conflict. 
Thirty International and National organizations honored these men and 
women by laying wreaths at the base of the monument in one of the most 
outstanding ceremonies of Dedication to service men ever held in the 
United States. 

Among other organizations participating in the Dedication were the 
American Medical Association, American Dental Association and Ameri- 
can Red Cross. 





FLESH COLORED 
Adhesive Cotton E-L-A-S-T-I-C Bandage 
”“—BANDAGE 


skin protecting medicated 
Write tor Literature 


MEDICAL FABRICS CO., INC. 
10 Mill St., Paterson, N. J. 
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ORGANIZATION NEWS 





WEST VIRGINIA 


At the annual meeting of the Chi- 
ropody Society of West Virginia 
held in Parkersburg, June 20-21, 
1953, the following officers were 
elected: 

President, Dr. Mary E. Lunter 
Vice President, Dr. James T. Smith 
Secretary-Treasurer, Dr. Malcolm 

P. Iams 
Board of Governors (5 year term), 

Dr. R. H. Desch 
Board of Governors, Region Eight, 

Dr. E. R. Johnson 

Plans for the Region Eight con- 
vention, which will be held in 
Charleston, W. Va., in October, 
1953, were discussed. The next an- 
nual meeting of the Society will be 
held in Wheeling. Dr. R. N. Maury 
has been appointed program chair- 
man. 

A Women’s Auxiliary of the So- 
ciety was organized on June 21, 
1953, during the annual meeting 
of the Society. Application for 
afhliation with the N.A.C. Women’s 
Auxiliary has been made. The fol- 
lowing officers were elected: Presi- 
dent, Mrs. Ellsworth Johnson; Vice 
President, Mrs. John Bates; Secre- 
tary, Mrs. J. A. Grigg, Jr.; Treas- 
urer, Mrs. Arthur VanCamp. 


OFFICERS NEW MEXICO 
EXAMINING BOARD 


Tue New Mexico State Board of 
Chiropody Examiners comprises 
the following members: Dr. E. 
Lenore Morris, President; Dr. 
M. L. Clodfelter, Vice President; 
Dr. Morris Haas, Secretary-Treas. 


ILLINOIS 


AT a meeting of the Mid-State Di- 
vision of the Illinois Association of 
Chiropodists held June 21, 1953, in 
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Peoria, Dr. Hugh Macdonald, der- 
matologist, gave an illustrated lec- 
ture on “Skin Diseases Affecting 
the Lower Extremities.” Dr. Geo. 
Guenzler lectured on “Foot Ortho- 
pedics and Flexible Appliance 
Therapy.” 


NORTH CAROLINA 


Tue 35th annual meeting of the 
North Carolina Chiropodists Asso- 
ciation was held June 29-30, 1953, 
at Winston-Salem. The following 
officers were elected: 
President, Dr. W. L. Mauney 
Vice President, Dr. Robert Getchell 
Secretary-Treasurer, Dr. Morton 
Gaines 
Dr. Charles Darby was elected 
to the State Board of Chiropody 
Examiners for a three-year term. 


Cerrection 

DvuE to a_ typographical error 
which appeared on page 41 of the 
June 1953 issue of the JOURNAL, 
we wish to publish correct figures 
for (ratio of practitioners to popu- 
lation) for Oklahoma. The total 
population — 1950 census should 
have been 2,233,351 and the ratio 
of practitioners should have been 
46,528. 


RESERVE OFFICERS FAVOR 
CHIROPODISTS 

COMMISSIONS 

Tue Reserve Officers Association 
of the United States at its 27th 
Annual Convention held in Phila- 
delphia recently, adopted a resolu- 
tion favoring the establishment of 
a chiropody section in the Medical 
Service Corps of the Armed Forces. 
Dr. Charles R. Brantingham of 
Long Beach, Calif., a member of 
R.O.A., was a delegate to the con- 
vention and he worked diligently 
to have the resolution approved. 


THe JOURNAL of the National 


=». 


AL 


=». 


The support of R.O.A. should be 
of great value to the profession in 
its efforts to obtain professional! 
recognition in the Armed Services. 

The text of the resolution fol- 
lows: 

Whereas, The Reserve Officers 
Association has supported a reso- 
lution re: these officers at the 25th 
and 26th Annual Conventions. 

Whereas, the Defense Depart- 
ment Medical Policy Council now 
reconstituted as the Medical Ad- 
visory Council recently determined 
that chiropodists may be commis- 
sioned in the Medical Service 
Corps, and that Navy Line Officers 
(podiatrists) may be transferred to 
the Medical Service Corps; there- 
fore be it 

Resolved that R.O.A. in 27th An- 
nual Convention assembled sup- 
ports the establishment of a chi- 
ropody section in the Medical Serv- 
ice Corps in the several services of 
the Armed Forces. 


KANSAS CITY ORGANIZES 
HOSPITAL CLINIC 
ASSOCIATION 


Tue Kansas City Association of 
Chiropodists has established a Chi- 
ropody Clinic at General Hospital 
No. 1. The clinic started operation 
on May 12, 1953, with Dr. Cox in 
charge for that day. Co-operation 
from the Orthopedic Department 
was excellent. The Clinic operates 
one day weekly. 

A Kansas City Chiropody Hos- 
pital Clinic Association was formed 
and the following officers were 
elected: 

Chairman, Sam Smith, D.S.C.; 
Secretary, C. B. Footlick, D.S.C.; 
Members, Reid Cox, D.S.C.; L. A. 
Hansen, D.S.C. 
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N.A.C. DUES ARE 
PAYABLE NOW 
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DR. CASBERG NAMED 
ASSISTANT SECRETARY 
OF DEFENSE 


Dr. Metvin A. CasBerc, now As- 
sistant in charge of Medical Affairs 
to Secretary of Defense Charles E. 
Wilson, has been named Assistant 
Secretary for Health and Medical 
Affairs by President Eisenhower. 
Dr. Casberg has also become a new 
member of the National Red Cross 
board of governors, replacing the 
Surgeons General of both Army 
and Navy. 


THE NATION'S HEALTH 

THe health of the American people 
operated at peak load in 1952, ac- 
cording to Dr. Louis I. Dublin, 
second vice president and statisti- 
cian of the Metropolitan Insur- 
ance Company, with continuing 
good prospects for 1953. 

For the fifth year in succession 
the death rate, which was 9.6 per 
1,000 population in 1952, has been 
below 10; the 1952 rate, indeed, 
considering the number of older 
persons in the population, is prob- 
ably the lowest in history. 

“Death Takes a Half Holiday,” 
The New England Journal of Med- 
icine 248:209 January 29, 1953. 


SHOE-FITTING 
FLUOROSCOPES 

ArE  shoe-fitting fluoroscopes a 
health hazard? The May 1953 issue 
of Occupational Health quotes ex- 
cerpts from a report on radiation 
exposure in New York State shoe 
stores. Sample findings and con- 
clusions are: Shoe-fitting fluoro- 
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scopes were used only in stores sell- 
ing children’s shoes... The grow- 
ing child is known to be unusually 
susceptible to radiation effects. . . . 
Technical evaluation of the design, 
maintenance, shielding, and opera- 
tion of the equipment revealed 
wide variations in exposure to radi- 
ation from different machines— 
even in machines made by a single 
manufacturer. Education of 
the parent and the shoe clerk is 
essential. .. . The major hurdle is 
to keep shoe stores under proper 
surveillance so as to provide ade- 
quate protection for the shoe clerks 
and customers. 

The industrial use of X-ray, 
fluoroscopy, and radioactive iso- 
topes is no longer uncommon. Dr. 
Mitchell R. Zavon, in listing cur- 
rent industrial uses of radiation, 
suggests that the industrial physi- 
cian consider the sources of hazard 
to which the worker may be ex- 
posed, one of which, ionizing radia- 
tion, “has become an increasing 
hazard not because of decreased 
regard for the possible danger in- 
volved but rather because of the 
increase in potential exposure.” 


INFERIORITY-ITIS 


Ir has been my feeling that the 
greatest obstacle to the solution of 
many of our problems is at the 
level of the individual pharmacist. 
The success of any movement rests 
upon individuals proud of their 
profession and active as ambassa- 
dors of good will for pharmacy. 
The occupational disease afflict- 
ing pharmacists is a highly devel- 
oped case of “inferiority-itis.” The 
cure rests in their own hands. 
When practicing the art and science 
of compounding, as well as acting as 
adviser to the allied health pro- 
fessions, the modern pharmacist 
needs make no apology for his 
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abilities. If he has kept abreast of 
modern medicine through reading, 
has attended refresher courses and 
participated in pharmacy clinics, 
no whispering apology for phar- 
macy is necessary. If he dresses like, 
conducts himself as and practices 
as a professional man, the confi- 
dence gained is the sure cure for 
this professional disease. If we are 
not convinced ourselves of the dig- 
nity and virtue of our calling it is 
hard to impress others with these 
qualities. In general show me a 
pharmaceutical discontent and I 
can show you a pharmacist who is 
dead professionally. 

All too often our dirty linens 

have been washed in public. The 
misdeeds of a few given publicity 
in magazines or newspapers bring 
discredit upon the many honest, 
ethical professional pharmacists. It 
is high time that at a county or 
state level, we organize grievance 
committees to work out our difh- 
culties. Let us argue constructively 
among ourselves but present a uni- 
fied front when the integrity of our 
profession is attacked. 
Official Program, First Annual 
Rutgers Pharmaceutical Confer- 
ence, May 14, 1952, New Bruns- 
wick, N. J. 


DR. RUSSELL M. WILDER 
RETIRES FROM U. S. PUBLIC 
HEALTH SERVICE 


Dr. RusseELL M. WILper, first di- 
rector of the National Institute of 
Arthritis and Metabolic Diseases, 
National Institutes of Health, Pub- 
lic Health Service, retired July 1, 
1953. Dr. Wilder, internationally 
known for his work in metabolic 
diseases and nutrition, came to the 
Public Health Service in January, 
1951, shortly after his retirement 
from the Mayo Foundation where 
he was professor of medicine and 
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chief of the department of medi- 
cine. He will continue as a member 
of the Board of Editors of Public 
Health Reports. Dr. Wilder will 
make his home at Rochester, Minn. 


INDUSTRIAL DENTAL 
PROGRAMS 

BeEcAUusE of the growing interest in 
dental programs for various groups 
of persons in the United States, the 
Council on Dental Health has 
made an effort to determine the 
extent and type of these programs 
in industry. A survey of existing 
industrial dental programs was re- 
ported to the Council when it held 
its second meeting of the year 
April 27 to 29 in the Central Office. 

A list of known programs was 
compiled by, the Council through 
contact with state dental directors, 
certain industries and unions, the 
American Association of Industrial 
Dentists and the U. S. Public 
Health Service. 

A total of 162 questionnaires 
was sent to individuals and organi- 
zations. By March 22 of this year, 
52 replies had been received, seven 
reporting no programs or their 
discontinuance. The answers evi- 
denced a lack of uniformity of pat- 
tern for dental services. Several 
programs render complete dental 
care on a reduced fee basis at the 
expense of the employee; a few 
provide services paid for by the 
companies involved; insurance 
takes care of a few more, and a 
mixture of these plans comprises 
the balance. Some programs em- 
phasize repair and replacement; 
others, emergency service only, 
while a significant proportion use 
dental health education and refer- 
ral methods. No mention was made 
of industrial hazards, but it is be- 
lieved that the questionnaire was 
probably responsible for this lack 
of information. 
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The following data, compiled 
from the 52 returned question- 
naires, show the lack of uniformity 
of pattern: 


Organizational factors 
Number having chief of dental 


SI ns 8 scans senate dnaibon hala 36 
Total number of dentists on 
SI Sia ish ha Sia essen ooh nde ae a as 91 
Total number of dental hygi- 
ERE TSE Sees 35 
Number with dental service un- 
der medical department .... 23 


Number with dental depart- 
ment independent of medi- 
cal department ............ 15 

Number reporting that dental 
and medical departments co- 
OD ko cdseqccessnnets 30 

Approximate total number of 
CUMEIFOES 6 ocesscccncss 78,206 

Total number receiving dental 
COPE POT FORE onic cence 60,652 


Number 
of programs 


Method of payment 
for dental services 


Employee pays entire fee ..... 10 
Employee pays part fee ...... 6 
Employee pays no fee ........ 19 
Fees paid through insurance .. 5 


Dental services Number 


provided of programs 
Pre-employment examinations. 26 
Periodic examinations ....... 34 
Roentgenograms—full mouth.. 35 
Roentgenograms—bitewing ... 30 
Emergency only ............. 12 
PT vtctdashbakbeckeened 26 
Dental prophylaxis .......... 27 
ee 30 
PE sosensaeccdsueees 37 
PEST eee Teer te 21 
Cre Teer Cre 7 
Inlay—bridge and crown ..... 11 
Dentures—partial ............ 12 
Perret eer 13 
seat a cbiniehakeee age 7 
Educational programs ........ 29 
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Thus far, only four programs 
have been found to conform fully 
with the standards recommended 
by the Council on Dental Health. 
The standards are based on the 
following services: pre-employment 
and periodic examinations includ- 
ing roentgenograms, emergency 
care for the relief of pain (to keep 
workers on the job), consultations, 
prophylaxis, referral to private 
practitioners for needed dental 
treatment, observation and elim- 
ination of industrial hazards, keep- 
ing of adequate records and dental 
health education. 

Although much has been written 
on the subject since 1929, the Coun- 
cil concluded that its survey indi- 
cates there is no general under- 
standing as to the value and scope 
of dental programs in industry. 


J.A.D.A. July, 1952 


DEVIATIONS FROM 
NORMAL 


IN promoting industrial health we 
cannot afford to become nearly as 
interested in actually putting our 
diagnostic finger on the obvious, 
full-blown occupational disease as 
we are in the detection of early 
signs and symptoms, both objective 
and subjective, which may mean 
possible early deviations from nor- 
mal. It has always seemed to me 
more logical to use early signs and 
symptoms as potential danger sig- 
nals and to make this the basis for 
direct action by the engineer, or 
the chemist, or the hygienist. It is 
just more of the old business of 


locking the door before the horse 
is stolen. I am not one to wait 
until we have diagnosed and pub- 
lished an impressive series of cases 
before we take action. The indus- 
trial physician must, in the course 
of periodic health examinations, 
make certain that deviations from 
normal are not of occupational 
origin before he assumes the condi- 
tion to be insidious or idiopathic. 
He must be alert to the possibili- 
ties, rather than arbitrarily assume 
that the working environment is 
faultless unless legally proved to 
be otherwise. 


—From an Address by H. W. Law- 
rence, M.D., Medical Director, 
Procter & Gamble, at the Seven- 
teenth Annual Meeting, Industrial 
Hygiene Foundation, Pittsburgh, 
Nov. 20, 1952. 


DRUGS AFFECTING 
SKELETAL MUSCLE 


ACETYLCHOLINE has been recog- 
nized as the chemical transmitter 
at the neuromuscular junction and 
at ganglia in the sympathetic ner- 
vous system, and it probably has 
the same function as the transmit- 
ter in the central nervous system. 
It is the consensus that neostigmine 
acts as an anticholinesterase agent 
to prolong the action of acetylcho- 
line at the neuromuscular junction 
and at synapses. Like most quater- 
nary salts, it cannot penetrate the 
central nervous system. Neostig- 
mine acts as an anticurare agent by 
building up the concentration of 








Doctor — Are You Educating Your Patients? 


Regular foot examinations are important to health. Suggest them 
during office visits. You can make a real contribution to our public 
education program by cooperating in this manner. 
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acetylcholine until the threshold 
for stimulation is reached. Ten- 
silon, a simple analog of neostig- 
mine, is more specific as an anti- 
curare agent than neostigmine and 
is believed to act like acetylcholine 
itself in displacing curare from the 
site of action and stimulating the 
muscle directly, but considerable 
evidence is accumulating that 
it may act partially as an anti- 
cholinesterase agent. 

Numerous synthetic curarimi- 
metic agents are now known, and 
some have found clinical useful- 
ness. These synthetics have been 
classified into two divisions, the 
tubocurarine-like compounds and 
the decamethonium-like  com- 
pounds. The tubocurarine class 
acts by competing with acetylcho- 
line for receptors at the neuro- 
muscular junction and the action 
is antagonized by neostigmine or 
Tensilon. The decamethonium 
class acts by depolarizing the 
muscle membrane just as acetyl- 
choline itself does and, conse- 
quently, the action is not antag- 
onized by neostigmine or Tensilon. 
Intermediate classes having some of 
the properties of both of the above 
classes are becoming available and 
even decamethonium itself may 
have a complex mode of action in- 
stead of being purely depolarizing. 


L. O. Randall, Ph.D., and L. M. 
Jampolsky, Ph.D., Special Review, 


Pharmacology of Drugs Affecting 
Skeletal Muscle, American Journal 
of Physical Medicine, April, 1953. 





PATRONIZE JOURNAL 
ADVERTISERS 


SHORTCOMINGS OF 
SPECIALIZATION 


THOSE engaged in arts and science, 
most Gracious Emperor Charles, 
find many obstacles to the exact 
study and successful application of 
them. In the first place, no slight 
inconvenience from too great sep- 
aration between branches of study 
which serves for the perfection of 
one Art. But much worse is the 
mischievous distribution among 
different practitioners of the prac- 
tical application of the art. This 
has been carried so far that those 
who have set before themselves the 
attainment of an art embrace one 
part of it to the neglect of the rest, 
although they are intimately bound 
up with it and can by no means be 
separated from it. 


Vesalius (1542) 


DRUG ERUPTIONS 

Every physician who prescribes 
drugs or who treats persons who 
have taken drugs is repeatedly and 
inevitably confronted with the 
problem of recognizing and man- 
aging their side-effects, and particu- 














PARTICIPATE IN YOUR 
STATE AND LOCAL 
CIVIL DEFENSE PROGRAM 
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larly the eruptions they may pro- 
duce. These eruptions are not only 
exceedingly common but are also 
of almost limitless variety. Clini- 
cians formerly described syphilis 
and sometimes tuberculosis as the 
“great imitators.” Today this state- 
ment can be applied with even 
greater emphasis to eruptions due 
to ingested, inhaled or injected 
medicaments or those absorbed by 
other routes. . . . The eruptions in 
which medicaments play a casual 
or contributory role can take on 
the appearance typical of almost 
any dermatologic entity and can, 
furthermore, produce their own 
peculiarly characteristic forms as 
well as the most atypical and puz- 
zling pictures. For this reason the 
physician who wishes to avoid seri- 
ous diagnostic errors and their con- 
sequences must be on the alert for 
the possibility of drug causation 
in almost every case of cutaneous 
disease. 

W. B. Sulzberger, M.D., and J. 
Wolf, M.D., Dermatology, Essen- 
tials of Diagnosis and Treatment, 
Chicago, The Year Book Publish- 
ers, 1952 


DANCING FEET 


Ir is becoming a maxim that “Oc- 
cupational Diseases are where you 


find them.’ Therefore, it is not 
remarkable that the appraising 
medical eye be directed to the feet 
of those who dance as a profes- 
sional activity. Rutt (Zeitschrift 
fur Orthopedie, 82:370, 1952) made 
clinical and roentgenologic exam- 
inations of the feet of 35 male and 
female dancers. Observations were 
made on this group at the practice 
studios. Somewhat unexpectedly it 
was noted that the classic dancers— 
toe dancers — presented feet far 
more nearly normal as to anatomi- 
cal state than those devoted to 
modern dances. This difference 
was attributed to the sturdy built- 
up shoes of toe dancers who thereby 
were well protected and especially 
supported in the anterior portions 
of the feet. In contrast, modern 
dancers dance barefoot or wear 
flimsy, little protective shoes. Un- 
like the shapely feet of the toe 
dancers, those of modern dancers 
reveal all manner of distortion— 
splayed or flat feet, bunions and 
hallux valgus. The difference? 
Foot apparel. 


Ind. Med. Surg. Vol. 22, No. 3. 


NEW WET DRESSING 
THERAPY 


WET dressings made from a sodium 
: 5 
propionate-chlorophyll powder, 








SEND ANNUAL DUES 


TO YOUR STATE SECRETARY-TREASURER 


The N.A.C. fiscal year ended on May 31, 1952. Dues for 1952-53 
were due June first. Members are requested to send their checks 
to their respective state society secretaries or treasurers immedi- 


ately. 
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Prophyllin, have shown advantages 
not found in commonly prescribed 
soaks and will prove to be a valu- 
able therapeutic adjunct. 

In 110 cases of varied cutaneous 
disorders, William B. Ignatoff, 
D.S.C. (of the Department of Der- 
matology, Newark, N. J., Board of 
Health) found Prophyllin wet 
dressings mildly bacteriostatic and 
fungistatic and markedly anti- 
pruritic. Improvement was noted 
in acute contact dermatitis, derma- 
tophytosis, infected ingrown nails, 
interdigital fissures, and bromi- 
drosis, among other conditions, 
and no sensitivity or toxic reaction 
was noted. The _ characteristic 
“sweaty” odor of sodium propio- 
nate was absent due to the chloro- 
phyll content. 

The wet dressings were easy to 
prepare, non-staining and pleasant 
to use. Individual packets of 2.3 
gm. powder make a | per cent 
sodium propionate solution in 
eight ounces of water, although in 
acutely inflammed conditions a di- 
lution of one packet to a pint (16 
oz.) of warm water was preferred. 
Patients used the soak fifteen to 
twenty minutes three or four times 
daily. 

A sodium propionate — chloro- 
phyll ointment was employed in 
certain cases for night-time use or 
when it was deemed timely to dis- 
continue use of the aqueous prep- 
aration. 


J. New Jersey Chirop. Soc. p. 4; 
Vol. 2; No. 3; April, 1953 


YOU ARE A MARVELOUS 
CREATURE 


You are really a marvelous crea- 
ture. From the top of your head 
to the soles of your feet, you have 
been fearfully and wonderfully 
wrought. 

You doubt it? You think you 


AssociaTION of CHIROPODISTS 





for removing superficial 


podiatric lesions safely 


and simply with 


minimal pain and scarring 





The theoretical advantages of cryo- 
therapy for removing plantar warts, soft 
corns, moles, angiomas, keloids, etc., are 
well established. But the practical 
problem of obtaining and applying dry 
ice has largely precluded its use in 
every-day office practice. 

With the KIDDE DRY ICE APPARATUS, it 
takes only 15 seconds to make a dry ice 
pencil in a convenient, self-insulating 
plastic applicator which permits precise 
application to lesions without damage 
to surrounding healthy tissue. Appli- 
cators are furnished in three diameters 
for treating lesions of various sizes, and 
small cartridges of carbon dioxide pro- 
duce enough “snow” for one treatment 
at a cost of about ten cents each. 


Hibs 


Ask your dealer to demonstrate the KIDDE DRY 
ICE APPARATUS — you'll be impressed with its 
simplicity and efficiency—or write for descri 
tive literature and reprints on cryotherapy 


MANUFACTURING COMPANY, Bloomfield, N. J. 


CIGNATOFF, W.®.: J. NAT“L. ASSN. CHIROP. 42:46 
(serr.) 1982. 
KIDDE, TRADEMARK REG. U.S. PAT. OFF. 
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Soothing, 
aseptic - - 


FOR FOOT BATH 


te, 


IRRIGOL 


THE ALKALOL COMPANY 


Taunton 25, Massachusetts 








METATARSAL 
RUBBER BARS 


FA 


You can 
retate foot 
in or out 





Easy to attach to sole of shoe. Five sizes. 
Precision made. Exercises feet. Supports 
metatarsals. Better than leather. Rubber 
gives comfort. 


CARL F. FAY EST., Davenport, Ia. 


Ask jobber about introductory offer. 15 
pairs with positioning chart $11.25. 
These Jobbers Will Supply You 
Allied Surgical Supply, Lancaster, Penn. 
Butler’s Chiropody Supply, San Francisco 
Cc. H. Hittenberger, San Francisco 
Chicago Medical Equip. Co., Chicago 
Chiropody Supply Headquarters, Chicago 
Chiropody Supply Headquarters, New York 
G. & P. Medical Supply Co., New York 
General Chiropody Supply, Brooklyn, N. Y. 
Gross Surgical Supply, Philadelphia, Penn. 
Katzenstein Prof. Supply Corp., New York 
Julius Rothschild, Long Islard City, N. Y. 
Midwest Chiropody Supply, Ottumwa, Ia. 
National Medical Supply Co., Chicago 
Professional Supply Co., Topeka, Kansas 
Surgical Supply Service, Philadelphia, Pa. 
Fort Steuben Dental Co., Steubenville, O. 


could suggest some obvious im- 
provements? Very well. I shall try 
to prove my point. It does not 
make much difference whether we 
start with the hair of your head or 
that bag of bones that you call your 
foot. Both are wonderful creations. 

Let’s try a foot. Rather unro- 
mantic, isn’t it? Faithful and use- 
ful to be sure, but hardly a thing 
to inspire rapture. But wait. Into 
a small space a variety of minute 
bones are fitted together so skill- 
fully that they can stand a terrific 
pounding day in and day out and 
still keep the spring of a well- 
designed arch. 

If you weigh a moderate 150 
pounds, your feet may be pounded 
by 1,500 tons in an average day. 
If you live to be 70, you may ex- 
pect this little bundle of bones to 
run, walk, or stand under a total of 
something like 40,000,000 tons of 
weight. If you pounded your foot 
once a minute with a 16-pound 
sledge hammer; it would take 
10,000 years to equal it. Where 
could you find anything made of 
steel or wood that could respond 
to sO many purposes and endure 
so faithfully? Tonight, when you 
take your shoes off, take a good 
look at your feet and thank God 
that you are so marvelously made. 


E. N. Jackson, Christian Advocate, 
May 28, 1953 
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CONVENTION DATES 








(CE-Commercial] Exhibitors 
invited) 


1953 


REGION TEN 
Birmingham, Ala., Oct. 2-4, 1953 
Hotel Tutwiler (CE) 


REGION ONE 
Boston, Mass., Oct. 10-12, 1953 
Sheraton Plaza (CE) 


Missouri ASSOCIATION OF CHIROPO- 
DISTS 
St. Louis, Mo., Oct. 10-11, 1953 
Hotel Statler 


REGION EIGHT 
Charleston, W. Va., Oct. 23-25, 
1953 
Daniel Boone Hotel (CE) 


1954 
NATIONAL ASSOCIATION OF CHIROP- 
ODISTS 
Chicago, Ill., August 12-17, 1954 
Drake Hotel (CE) 


REGION FIvE 
Chicago, Ill., March 16-19, 1954 


REGION SIx 
Omaha, Neb., March 27-29, 1954 
Hotel Fontenelle (CE) 


REGION THREE 
Atlantic City, N. J., Apr. 28-May 


REGION ELEVEN 
Hot Springs, Ark., June 17-19, 
1, 1954 
Hotel Ambassador (CE) 
1954 











ATTEND YOUR N.A.C. 
AND REGIONAL 
CONVENTIONS 








Revolutionary 
Foot Prosthesis 


* 
THE 


ATLAS 


World's Foremost 
Laminated Bakelite 
Arch Support 


* 
Light-Weight 
* 
Flexible 
Semi-flexible 
Rigid 
* 
Sanitary 
* 


Acid, Perspiration and 
Water Resistant 


* 
“Guaranteed” 


Price list, sample and catalogue 
upon request. 
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—WATERTIGHT— 


How patients may bathe—and keep 
dressings and applications intact in 
tub or shower, at pool or beach. 


GRIP-SOLE SAFETY TREAD 


Prevents slipping on wet surfaces 





DRI-FOREFOOT 


Protects treatments 


DRI-FOOT electing cnly | the 
orw: part of the 

Quality latex—flesh foot. One size fits 
pink—durable—easy all adults. 
» Small = To patients: $1.25 
shoe) Medium (6-8 °- 
shoe) Large (9-12 
shoe). Write for profes- 
To patients: $23.00 sional folder and 
ea. prices. 


DORSAY PRODUCTS 
1819 Broadway New York 23, N. Y. 











AUTHORIZED BINDERS 
FOR 
JOURNAL of the N.A.C. 


In response to many requests from 
members for binding copies of the 
journal, arrangements have been 
made with a capable bindery which 
will provide to our specifications the 
best bound volume at the lowest pos- 
sible price. 

Twelve copies will be bound in a 
single volume (only complete vol- 
umes can be accepted—the twelve 
issues from January to December). 
The best grade of washable buckram 
with distinctive gold stamping on the 
spine and the member's name on the 
front cover will be provided at 
$3.30 per volume. 

Full remittance must accompany 
order. Bound volume will be returned 
transportation prepaid. 

Member must send complete vol- 
umes — small shipments by parcel 
post—large ones via prepaid motor 
freight to: 

PUBLISHERS’ 
AUTHORIZED BINDING SERVICE 
308 W. Randolph St., Chicago 6, Ill. 
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DEATHS REPORTED 











Dr. Henry Pontone 

Jersey City, N. J. 
Ir is with great sorrow that we 
report the death of our colleague, 
Dr. Henry Pontone. Dr. Pontone 
died, May 30, 1953, after an illness 
of over a year at the age of 76. 

Dr. Pontone practiced for over 

50 years. He was active in the 
forming of the New Jersey Chi- 
ropodists Society and in the enact- 
ment of the first chiropody law in 
New Jersey. He was a past Vice 
President of the State Society and 
a Life Member. 


Dr. M. D. Pollock 
Little Rock, Ark. 


Dr. John Dyer 
Johnstown, Pa. 


Mrs. Martin L. Finkelstein 
Syracuse, N. Y. 

Mrs. Gertrude Finkelstein, wife 
of Dr. Martin Finkelstein of 
Oneida, N. Y., passed away on 
July 8, 1953. Mrs. Finkelstein is 
survived by her husband, Martin, 
and two daughters. 


Dr. A. J. Thorman 
Cincinnati, Ohio 

Dr. A. J. Thorman of Cincin- 
nati, Ohio, and Fort Thomas, Ky., 
passed away July 10, 1953. He was 
a charter member of the Ohio 
Chiropodists Association, having 
served as president of that organi- 
zation. Dr. Thorman was a life 
member of both the Ohio and Na- 
tional associations. He retired from 
practice several years ago and was 
succeeded by his son-in-law, Dr. 
Harry Meyer, and two grandsons, 
Dr. Harry Meyer, Jr., and Dr. 
Thomas Meyer. Two daughters 
and several grandsons survive 
him. He will be greatly missed by 
his friends in the profession. 

Dr. C. P. Beach 
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| CLASSIFIED ADVERTISEMENTS 


Advertisements not exceeding 
30 words cost $3.00. Additional 
words 10 cents each. 

Commercial classified advertise- 
ments—minimum 30 words $10.00; 
30 cents per additional word. 

All classified ads payable in ad- 
vance. Remittance must accom- 
pany order for insertion. 






—~ 
FORTS 
Cools, Relaxes 


TIRED, BURNING, 
ITCHING FEET 


ICE-MINT 


MEDICATED FOOT CREAM 
{contains lanolin) 
When patients que < of oe burn- 
ing feet as the heat mend 
soothing, cooling ICE-MINT. A A mwhite, 
clean, non-irritant cream containing 
the finest camphor gum, essential oils 
. of peppermint, eucalyptus, 
thyme and camphor—in a 5) 
cial base containing lanolin 
Write for a liberal supply of 
| free samples of ICE-MI for 
distribution to your patients. 


UNITED SALES & MFG. CO. 
Division of FOSTER-MILBURN CO. 
468 Dewitt Street, Buffalo 13, N. Y. 





















WANTED: Associateship, partner- 
ship or established practice. Temple 
graduate 1950. Licensed Pennsyl- 
vania and Virginia. Will consider 
other states. Witte 700, c/o Dr. 
Wm. J. Stickel, 3500 14th St., N. W., 
Washington 10, D. C. 








BUY 
U. S. BONDS 

















FOR RESULTS TRY 100% NYLON 


CLASSIFIED ADS PROFESSIONAL 
rn COATS 
= $ 5-95 


JOURNAL N.A.C. 


They will help secure a new lo- —Wo Pressing 





cation, practice equipment, ap- —Saveon 

i paratus, books, instruments, a suc- Laundry ee 
cessor, partner, associate or assist- —Long-wearing 
ant. The Journal has proved an —Crisp, Cool & 
excellent medium for any of the Comfortable 


above purposes. The classified WHITE — TAN 


Oe he LT 


columns can be of genuine service 
to advertisers and members. Com- 
mercial and personal rates are 
shown at the head of the column. 
If you desire more specific infor- 
mation concerning classified ad- 
vertising, write to: 

Journal of the National 
Association of Chiropodists 
3500 14th St., N. W., 
Washington 10, D. C. 











SIZES 34-46 (Order same size as jacket 
you are now wearing.) 
*MONEY BACK GUARANTEE 
(If you are not positively delighted 
return the coat in original condition 
within 10 days, and your money 
refunded.) 


*HOWARD will pay postage on all = 


paid orders. Save C.0.D. charges b: 
sending Check or Money Order TODAY. 


HOWARD UNIFORMS 
105-01 NORTHERN BLVD., Dept. “‘C”’ 
CORONA, N. Y. 
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To all N. A.C. Members 


Following the Los Angeles convention 
we will make available an edited tran- 
script of the complete lectures given 
during the scientific program. This val- 
uable material will be permanently bound 
in an attractive printed cover. 


Our representatives are attending this 
meeting and we would like to ascertain 
the number of books which the member- 
ship wishes to purchase. We therefore 
ask that you place your order now or 
send it to us as soon as possible. The 
price of the transcript will be deter- 
mined when we know how many pages 
it will include. 


HOLLYWOOD CONVENTION 
REPORTING CO. 


5410 Wilshire Boulevard 
SUITE 606 
Los Angeles 36, Calif. 








Chiropody ... 
X-RAY 
SUPPLIES 
EQUIPMENT 
INSTRUMENTS 


Distributors 
Ritter Chiropody Equipment 
ae 


A Service Institution 


CHICAGO MEDICAL 


EQUIPMENT 
COMPANY 


17 NORTH WABASH AVENUE 
CHICAGO, ILLINOIS 





JUNE GRADUATE desires position 
as vacation replacement for chiropo- 
dist in Illinois, Pennsylvania or Con- 
necticut. Assistantship or associate- 
ship also considered. Write 702, c/o 
Dr. William J. Stickel, 3500 14th St., 
N. W., Washington 10, D. C. 


FOR SALE: Well established chirop- 
ody practice in Chicago. Three op- 
erating rooms, laboratory and private 
reception room. Good A-! location. 
Priced right for immediate sale. 
Leaving state. Write 704, c/o Dr. 
Wm. J. Stickel, 3500 14th St., N. W., 
Washington 10, D. C. 





FOR SALE: Established chiropody 
practice centrally located in chirop- 
ody location for 20 years. Recently 
renovated, all new equipment. Vicin- 
ity Boston, population 55,000. Write 
706, c/o Dr. Wm. J. Stickel, 3500 
14th St., N. W., Washington 10, 
D.C. 


FOR SALE: Completely equipped 
practice includes treatment room, 
reception room, private office, physi- 
otherapy, x-ray, instruments, supplies, 
dark room. Everything practically 
new. Will sacrifice. Buyer can have 
office set-up with location or just 
equipment. Write 708, c/o Dr. Wm. 
J. Stickel, 3500 14th St., N. W., 
Washington 10, D. C. 





PATRONIZE 
ADVERTISERS 
JOURNAL 











SEND DUES TODAY 

Have you neglected to forward 
your dues to your State Secretary? 
Please write out your check and 








mail it teday. 
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EXPERIENCED lowa_ chiropodist 
wishes associateship, position, or 
partnership with busy chiropodist. 
Excellent reputation, married, age 36. 
Will go where licenses are granted by 
reciprocity. Write 701, c/o Dr. Wm. 
J. Stickel, 3500 14th St., N. W., 
Washington 10, D. C. 

FOR SALE: X-ray machine. "Fischer, 
type G-2. MA and KV controls. 23 
amps. 115 volts. Excellent condi- 
tion. $300.00 F.O.B. Dr. Dion W. 
Meeks, 1208 Reynolds Building, Jack- 
son, Mich. 

VACATION: ' am going on vacation 
the last three weeks in August. Would 
like someone to take over practice 
during this time. Manhattan, N. Y. 
Call EL. 5-3655. 











ACTIVE chiropody practice, doctor 
moved out of state. For rent, beau- 
tiful offices in a growing new neigh- 
borhood. Immediate possession. For 
information write to: Mr. M. W. 
Rubin, 1334 E. Cardeza St. (Cor. 
Stenton Ave.) Philadelphia 19, Pa. 





FOR SALE: In Connecticut near New 
York. Modern, completely equipped 
chiropody office with immediate in- 
come. Will sell for half original cost. 
Write 800, c/o Dr. Wm. J. Stickel, 
3500 14th St., N. W., Washington 10, 
D. ©. 
WANTED i in San Antonio, Texas. Ex- 
perienced chiropodist to take over 
well established practice on per- 
centage basis or will sell. Modern 
equipped office. Dr. H. H. Barrett, 
320 Montrose Ave., San Antonio, 
Texas. 
WANTED: H. SG. Fischer Polysine 
Type J (to be rectified) in good con- 
dition. No objection to pre-war if 
good. Send details to Dr. John Law- 
rence, 83 South High St., Columbus 
15, Ohio. 
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Send Your Patients 
) easy-to-read Foot Health 


iS 


It has been called the ‘‘hand-shake’’ before the 
appointment. Used since 1940 by many top 
men in chiropody. Cost? Pennies per patient. 
Want to see a copy? 

Write on L.H. or Rx blank 
GEO. 8S. GEE, Box 263, Independence, Mo. 





FOR SALE: Completely equipped 
office with residence in Brooklyn, N.Y. 
Reasonable rent, finest location. 
Write 866, c/o Dr. Wm. J. Stickel, 
3500 14th St., N. W., Washington 
10, D. C. 


FOR SALE: Chiropody practice, 
Manhattan (N.Y.C.), nicely equipped, 
rent $45.00 mo., very reasonable. 
Write 800, c/o Dr. Wm. J. Stickel, 
3500 14th St., N. W., Washington 
10, D. C. 


WANTED: Resin chiropodist, 
licensed Pennsylvania and New Jer- 
sey, wishes associateship, position, or 
partnership with busy chiropodist. 
Will consider buying practice. Ex- 
cellent reputation, married, age 34. 
Will go where licenses are granted 
by reciprocity. Write Box 777, c/o 
Dr. Wm. J. Stickel, 3500 14th St., 
N. W., Washington 10, D. C. 





WILL BUY practice or partnership in 
the State of Ohio. Dr. Don S. Afriat, 
167 Holland Rd., South Orange, N. J. 





WANTED 


All chiropodists who are willing to 
change their habit of cutting pads by 
hand. 

We manufacture Professional Pads — 
all adhesive backed. Anything in a he- 
loma, hallux, half moon, metatarsal pad, 
in felt, foam or moleskin and many 
others, in 1/32” to '/4” thickness. 

We make the best in pads. 

Free literature and cuts of all pads 
on request. 

Professional Pads 


DR. A. DALLEK 
796 E. Tremont Ave., Bronx 60, N. Y. 
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SOSANITEX 


ACCEPTED 
OIATHERMIES 
tow voir 
EFFICIENT 
DEPENDABLE QUALITY 
ECONOMICAL 


ELECTRIC 
NEW 








DOCTOR 
ask for sample of 


SKIN ADHERENT 
No. 2 
"It Sticks" 


THE MOWBRAY COMPANY 


WAVERLY, IOWA 








MANUSCRIPT 
ASSISTANCE 


Offered by experienced editor who 
will help prepare your papers, 
manuscripts, and ideas (profes- 
sional or other) for publication. 


Write EA 
c/o Dr. William J. Stickel 
3500 14th St., N.W. 
Washington 10, D. C. 





RECOMMEND 
YOUR 
PROFESSION 
AS A CAREER 














PHOTEK 





The ideal clinical camera for both the 
general practitioner and the specialist. 
Provides a simple and foolproof method 
for producing pictures of “before and 
after" shots of skin and bone conditions 
in color and black and white. 


Invaluable for lecture use or for your 


own records. Designed for use with 
Argus C3 Camera. Price $57.50. 
For other cameras, write for information 
HARRY R. ABUHOVE 
Blue Cross Bidg. 
110 S. 16th Street, Philadelphia 2, Pa. 





Publicize your profession by 
distributing copies of 


“Chiropody as a Career" 


a vocational monograph by 


W. E. Belleau 
Number Priee 
1 $ .60 
10 5.50 
25 12.50 
100 37.50 


300 or more $37.50 
per hundred less 5% 


PARK PUBLISHING HOUSE 
4141 W. Vilet Street 
Milwaukee 8, Wisconsin 














CERAMIC ASH TRAY in jet 
black molded together with chi- 
ropody caduceus, finished with 22 
carat gold. A beautiful accessory 
for the desk or home. Makes fine 
gift. 

Send $3.95 with order to 


DR. S. J. MESCHES 


55 ARUNDEL ROAD 
BUFFALO 16, N. Y. 
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THe JOURNAL of the National 





























[TIONAL 





POST GRADUATE COURSE 


at the 


Illinois College of Chiropody and Foot Surgery | 
October 15-16-17-18-19, 1953 | 


9:00 a.m.-10:30 a.m. 
10:00 a.m.- 5:00 p.m. 


| SATURDAY 
| 9:00 a.m.- 5:00 p.m. 


7:30 p.m. BANQUET and Annual Meeting, 
| Morrison Hotel 
| SUNDAY Case Histories, Patient Follow-up, 


9:00 a.m.- 5:00 p.m. 


| MONDAY 
9:00 a.m.- 5:00 p.m. 


Schedule | 


| THURSDAY Practical Anatomy 
| 9:00 a.m.- 5:00 p.m. Dr. T. P. Nichols, Oak Park, Ill. | 
FRIDAY Angle Radiography | 


Dr. Helen Havey, Chicago, Ill. | 
Roentgenological Interpretation 
Dr. Irving Yale, Ansonia, Conn. 
Practical Chiropody, Paddings, | 
Corrections, Office Procedures 
Dr. M. Polokoff, Paterson, N. J. 


Diagnosis, Treatment, Surgical 
Considerations 
Dr. N. J. Pickett, Norfolk, Nebr. 


FOOT SURGERY, Hospital Pro- | 
cedure | 











| Drs. Jack Stern, John Collett, | 
Harold Wheeler 
Commentary: Dr. R. McElvenney 


Sponsored by 
FELLOWS PEDIC RESEARCH SOCIETY 


Certificates of attendance will be awarded 
| Feur-day course—$60.00. Surgery day $20.00 additional. 


Only those attending the four-day course are eligible for surgery. 


Registration will be limited to 100, except for surgery, which is | 
restricted to 30. 


| Applications must be accompanied with deposit of $25.00. 





Send to: Dr. R. Becker, Chairman 
3844 Broadway | 
Chicago 13, Ill. | 














AssociaTION of CHIROPODISTS 9| 





Enroll in the association 


group plans today .. . 


THE TWO BEST BUYS 
IN INSURANCE 


issued exclusively to Members 


|— GROUP SICKNESS AND ACCIDENT 
UP TO $400 MONTHLY. 
HOSPITAL AND SURGICAL BENEFITS 
AVAILABLE TO MEMBER OR MEMBER 
AND DEPENDENTS. 


2—SPECIAL CHIROPODISTS LIABILITY 
(MALPRACTICE) PROTECTION. 





Write to: 


The NAC Agency, Inc., Administrators 

National Association of Chiropodists Group Plans 
35 Market Street 

Poughkeepsie, N. Y. 


Please send full particulars regarding the [] Group Sickness 
and Accident Plan [] Malpractice Insurance 


NAME......... 
ADDRESS 














